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REAUTHORIZATION  OF  THE  CDC  BREAST 
AND  CERVICAL  CANCER  PREVENTION  PRO- 
GRAM 


THURSDAY,  JULY  15,  1993 

0  U.S.  Senate, 

Subcommittee  on  Aging,  of  the  Committee  on  Labor  and 

Human  Resources, 

Washington,  DC. 

eiTli«!ute)71,nitti5e  met'  P^suant  to  notice,  at  10  a.m.,  in  room 
SI>-?28,  Dirksen  Senate  Office  Building,  Senator  Barbara  A.  Mi- 
kulski (chairman  of  the  subcommittee)  presiding 
Present:  Senators  Mikulski  and  Wellstone. 

Opening  Statement  of  Senator  Mikulski 

Senator  Mikulski.  Good  morning,  everybody. 

I'd  like  to  convene  this  hearing  of  the  Subcommittee  on  Aging  of 
the  Labor  and  Human  Resources  Committee.  And  there  are  those 
who  might  ask,  well,  what  does  the  Breast  and  Cervical  Cancer 
Mortality  Prevention  Act  have  to  do  with  aging?  It  has  been  the 
intent  of  this  Chair,  with  the  concurrence  of  Senator  Kennedy,  to 
really  take  this  subcommittee  into  focusing  not  only  on  the  specific 
issues  of  aging,  but  the  life  cycle  issues  related  to  aging  and  what 
we  can  do  to  prevent  those  diseases  that  then  determine  one's  life- 
span and  life  cycle. 

We  are  in  the  course  of  the  Clinton  administration  not  only  rede- 
fining government,  but  redefining  the  way  subcommittees  act  and 
think.  We  also  hope  to  redefine  the  way  health  care  is  being  done 
with  greater  focus  and  attention  on  prevention  and  early  detection 
and  screening. 

That  is  why  today  we  are  holding  a  hearing  on  the  Breast  and 
Cervical  Cancer  Mortality  Prevention  Act.  This  is  indeed  a  very 
very  important  hearing  because  of  what  I  know  it  has  meant  to  so 
many  people. 

I'd  like  to  start  by  thanking  all  of  you  for  coming  here  today  to 
review  where  we  have  been  and  where  we  are  going  to  go  on  this 
early  detection  and  screening  program.  I  think  you  would  all  agree 
this  is  an  important  day  for  millions  of  women  in  this  country  I 
want  to  thank  the  witnesses  who  are  here  today,  some  of  them 
from  many  miles,  disrupting  their  lives  and  taking  time  off  work 
to  be  with  us.  But  do  you  know  what?  Ill  bet  the  sacrifice  that  you 
make  to  be  here  today  is  one  you  would  do  anyway  to  help  anyway 
to  help  us  make  sure  that  we  are  out  here,  using  a  public  invest- 
ment to  save  the  private  lives  of  American  citizens. 

(1) 


It  is  no  secret  that  I  am  extremely  proud  to  have  been  associated 
with  the  enactment  of  this  legislation.  One  might  say  I  have  been 
the  "Founding  Mother"  of  this  legislation.  What  I  am  most  proud 
of  is  the  fact  that  we  will  be  concerned  in  Washington  not  only 
about  cutting  the  deficit,  but  also  about  cutting  the  death  rate. 

Most  of  the  people  here  today  know  the  hard  facts  about  breast 
and  cervical  cancer.  Breast  cancer  strikes  more  than  one  in  eight 
women  at  some  point  in  their  lives.  Cervical  cancer  strikes  about 
one  in  100.  Both  strike  hardest  on  older  women,  women  of  color, 
and  women  of  limited  income — the  people  in  our  society  with  the 
least  resources. 

In  total,  more  than  180,000  new  cases  of  breast  cancer  will  be 
detected  this  year  in  this  country.  Some  46,000  women  will  die 
from  this  disease.  And  although  it  strikes  fewer  women,  cervical 
cancer  is  no  less  important.  About  14,000  cases  of  cervical  cancer 
will  be  diagnosed  this  year.  Four  thousand  mothers,  daughters,  rel- 
atives and  friends  will  die  from  this  disease. 

Sadly,  we  do  not  know  either  the  cause  of  breast  or  cervical  can- 
cer although  we  have  succeeded  in  almost  doubling  the  funding  at 
NIH  over  the  last  5  years  into  these  two  major  killers  of  women. 
And  the  request  for  1994  will  continue  to  sustain  that  effort. 
Maybe  now  that  these  diseases  are  getting  the  attention  they  de- 
serve, I  happen  to  believe  that  the  diseases  have  gotten  attention, 
but  we  want  to  make  sure  women  get  the  attention  in  terms  of  our 
lives  and  our  lifestyles. 

My  brilliant  staff  has  written  for  me  a  10-page  statement  which 
I  am  going  to  put  into  the  record,  because  I  will  end  up  sounding 
like  a  witness  on  this  issue.  And  I  am  going  to  ask  unanimous  con- 
sent, which  I  will  agree  to  myself,  to  put  it  in  the  record,  so  we  can 
go  on  to  taking  the  testimony. 

This  is  going  to  be  a  hearing  where  we  listen  to  both  the  profes- 
sionals in  the  field  as  well  as  the  grassroots  people  who  put  it  to- 
gether. This  program  has  meant  a  lot  to  me  as  I  have  travelled  in 
my  own  State  of  Maryland,  and  I  am  very  proud  of  the  fact  that 
Maryland  won  one  of  the  grants  on  a  competitive  basis  to  be  doing 
this;  that  Federal  funds  have  been  used  to  help  12,000  Maryland 
women  get  the  attention  that  they  need  in  terms  of  this  early  de- 
tection. 

The  other  day,  I  was  in  Western  Maryland,  which  has  one  of  the 
highest  poverty  rates  in  the  State  of  Maryland.  Although  the  peo- 
ple are  poor,  they  are  indeed  proud.  Many  of  them  are  not  on  Med- 
icaid and  yet  fall  well  below  the  cracks  to  have  either  health  insur- 
ance on  their  own  or  to  be  able  to  afford  primary  care. 

The  public  health  officer  up  there  told  me  how  over  300  women 
in  Western  Maryland  had  the  opportunity  for  this  early  detection 
and  screening  because  of  this  grant  and  the  innovative  techniques 
to  reach  out  to  rural  women. 

A  few  weeks  before  that,  I  was  in  Baltimore  City  with  the  YWCA 
who,  through  their  innovative  project,  "ENCORE,"  show  that  you 
not  only  have  to  provide  a  resource,  but  you  have  to  create  the  in- 
frastructure for  people  to  take  advantage  of  the  resource,  and  that 
we  have  to  deal  not  only  with  the  issues,  but  we  have  to  deal  with 
the  fear  around  those  issues. 


The  YWCA  is  to  be  congratulated  for  their  innovative  outreach 
to  people  of  all  colors,  but  I  would  like  to  particularly  congratulate 
them  on  their  outreach  to  women  of  color,  and  I  know  we  will  hear 
about  that. 

And  last  but  not  at  all  least,  right  at  that  diner  where  I  took  the 
First  Lady  of  the  United  States  of  America  to  listen  to  the  issues 
around  health  insurance  reform,  the  women  who  work  behind  that 
counter,  who  end  up  at  the  end  of  the  day  with  bad  backs,  varicose 
veins,  and  no  health  insurance,  have  told  me  how  they  were  able 
to  take  advantage  of  the  Baltimore  program  to  at  least  be  able  to 
see  if  in  their  lives  they  can't  stop  stress,  they  can't  stop  the  prob- 
lems that  they  face,  they  can't  stop  all  the  difficulties  that  come 
with  being  a  single  mother,  but  what  they  can  do  is  to  make  sure 
that  if  they  have  a  disease,  they  will  have  the  resources  to  help 
themselves. 

So  today  I  am  going  to  hear  what  is  happening  in  other  States. 
I  am  pleased  with  the  Maryland  program,  and  we  look  forward  to 
hearing  about  why  we  need  this  program  and  how  now  we  can  ben- 
efit from  the  lessons  learned. 

I  would  also  like  to  insert  statements  by  Senators  Gregg  and 
Hatch  at  this  point. 

[The  prepared  statements  of  Senators  Mikulski,  Gregg,  and 
Hatch  follow:] 

Prepared  Statement  of  Senator  Mikulski 

I'd  like  to  get  started  by  thanking  you  all  for  coming  here  today 
to  'review  where  we  have  been  and  where  we  have  to  go  on  this 
most  important  piece  of  legislation,  the  Breast  and  Cervical  Cancer 
Early  Detection  Program.  I  think  you  will  all  agree  that  this  is  an 
important  day  for  millions  of  women  in  this  country. 

I  want  to  particularly  thank  the  witnesses  who  came  here  today, 
some  of  them  from  many  miles— disrupting  their  lives,  taking  time 
off  work  and  so  forth — to  be  with  us. 

But  you  know  what?  I  bet  they  would  make  this  sacrifice  any  day 
we  asked,  because,  like  me,  they  know  the  importance  of  this  legis- 
lation. Like  me  they  have  seen  the  faces — the  grateful  faces — of  the 
women  across  America  who  have  literally  had  their  lives  saved  by 
this  program. 

It  is  no  secret  that  I  am  extremely  proud  to  have  been  associated 
with  the  enactment  of  this  legislation.  I  suppose  I've  been  involved 
with  issues  that  had  a  bigger  price-tag,  that  got  more  press  and  so 
forth,  but  none  have  been  more  important  to  me  than  this.  And 
that's  because  nothing  is  more  important  than  preventing  the  need- 
less loss  of  life. 

I  have  often  said  that  while  many  people  in  this  town  are  ob- 
sessed with  cutting  the  deficit,  I'm  obsessed  with  cutting  the  death 
rate.  And  I'm  proud  of  that. 

And  even  for  those  who  say  that  the  budget  concern  should  come 
first,  I'm  here  to  say  this  law  more  than  pays  for  itself,  as  cancers 
detected  early  cost  thousands  less  to  treat  than  cancers  detected 
late.  And  anyway,  I  feel  sorry  for  anyone  who  tries  to  put  a  price- 
tag  on  the  lives  of  women  in  America. 

Most  of  the  people  here  today  know  the  hard  facts  about  breast 
and  cervical  cancer.  Breast  cancer  strikes  more  than  1  in  8  women 


at  some  point  in  their  lifetimes,  cervical  cancer  strikes  about  1  in 
100.  Both  strike  hardest  on  older  women,  women  of  color,  and 
women  with  limited  income — the  people  in  our  society  witn  the 
least  defenses. 

In  total  more  than  180,000  new  cases  of  breast  cancer  will  be  de- 
tected this  year  in  this  country,  and  some  46,000  women  will  die 
from  this  disease.  And  though  it  strikes  fewer  women,  cervical  can- 
cer is  no  less  important.  Almost  14,000  cases  of  cervical  cancer  will 
be  diagnosed  this  year,  and  4,000  mothers,  daughters,  relatives  and 
friends  will  needlessly  die  from  this  disease. 

Sadly,  we  do  not  know  the  cause  of  either  breast  cancer  or  cer- 
vical cancer,  though  we  have  succeeded  in  almost  doubling  the 
funding  provided  to  the  National  Institutes  of  Health  over  the  last 
5  years  for  research  into  these  two  major  killers  of  women.  And  the 
request  for  1994  includes  the  largest  increase  ever.  Maybe  now 
that  these  diseases  are  getting  the  attention  they  deserve  we  will 
learn  more  about  how  to  prevent  them  from  occurring. 

Even  though  we  don't  know  how  to  prevent  these  types  of  cancer, 
we  do  know  what  we  need  to  do  to  save  many  of  these  lives.  The 
problem  is  we  don't  do  what  it  takes.  A  woman's  best  defense  is 
regular  screening  using  mammography,  clinical  breast  exams  and 
self  examination,  Pap  tests  and  pelvic  exams.  If  all  women  over  18 
had  and  regular  Pap  tests,  cervical  cancer  deaths  would  be  reduced 
to  zero.  And  if  all  women  over  40  were  regularly  screened  using 
mammography,  we  would  cut  breast  cancer  deaths  by  almost  one- 
third. 

All  women  should  hear  this  message,  and  as  the  National  Cancer 
Institute  has  urged,  think  of  these  tests  as  a  "Once  a  Year  for  a 
Lifetime  1,  routine. 

Later  we  will  be  hearing  from  people  who  have  been  working 
with  this  program  and  making  a  difference.  I'm  particularly 
pleased  that  the  YWCA  Encore  Plus  Program  which  got  started  in 
Maryland  is  here  today.  I  had  the  opportunity  to  visit  those  folks 
back  in  May,  and  let  me  tell  you  they  are  way  ahead  of  us.  They 
have  been  concerned  about  these  issues  for  17  years  and  we  have 
much  to  learn  from  their  innovative  know-how.  They've  got  the 
people  who  can  show  us  all  how  a  public  and  private  partnership 
can  work  to  save  lives,  not  only  in  Maryland,  but  all  across  Amer- 
ica. 

And  when  the  United  States  of  America  wants  to  dial  911,  so 
that  the  women  of  America  can  have  411  information,  who  better 
to  call  than  the  YWCA? 

We  need  to  be  crystal  clear  on  this  next  point.  This  law  has  pro- 
vided a  start  in  our  battle  against  these  dreaded  diseases,  but  we 
have  a  very  long  way  to  go.  I  remain  deeply  disturbed  by  the  tragic 
and  unnecessary  loss  of  life  we  witness  every  day  from  these  can- 
cers. America's  women  deserve  more! 

Right  now  only  12  States  have  comprehensive  programs  provid- 
ing screening  for  breast  and  cervical  cancer  to  women  m  need.  But 
that  word  "comprehensive"  is  very  misleading,  since  those  States 
are  providing  only  a  small  fraction  of  the  annual  screenings  need- 
ed. For  example,  Michigan  provided  18,000  screenings  last  year  but 
has  240,000  women  over  40  years  of  age  with  income  below  the 
poverty  line. 


Another  18  States  are  now  in  the  capacity  building  stage — which 
means  they  have  even  further  to  go. 

This,  of  course,  leaves  20  States  with  no  program  whatever.  So 
millions  of  women  remain  at  risk. 

That's  why,  while  I'm  proud  of  the  progress  we've  made  and  the 
lives  we've  saved,  it  is  way  too  soon  to  rest  on  our  laurels.  This  ef- 
fort is  not  yet  an  accomplishment,  it  is  a  work  in  progress. 

And  we  need  to  do  more  than  just  add  more  States  and  screen 
more  women.  We  -  also  need  to  do  what  it  takes  to  make  this  pro- 
gram as  good  as  it  can  be.  That  means: 

— We  need  to  look  at  covering  more  diagnostic  treatments. 
— We  need  to  assure  follow-up  treatment. 
— We  need  to  assure  top  quality  screenings. 

We  also  need  to  assure  that  we  are  making  progress  on  the  kind 
of  research  needed  to  assure  that  this  program  is  working,  that  it 
is  reaching  the  women  who  need  it  most. 

And  when  answering  the  question  about  what  we  are  accom- 
plishing we  must  remember  that  this  program  is  much  bigger  than 
the  number  of  women  screened  or  cancers  detected  early  as  a  re- 
sult of  the  direct  services  provided  by  this  legislation.  As  important 
as  that  is,  it  is  only  one  way  to  should  answer  the  question  of  this 
program's  effectiveness.  That  question  should  also  be  answered 
using  a  much  higher  standard.  The  standard  is:  are  all  the  women 
in  America  getting  these  essential  tests  on  a  regular  basis. 

Above  all,  no  woman  should  ever  turn  away  from  the  decision  to 
have  one  of  these  screenings  because  of  a  lack  of  funds  or  access 
to  these  services.  Our  job  today  is  to  learn  more  about  how  we  can 
reach  that  vision  as  soon  as  possible.  America's  women  deserve  no 
less. 

One  final  point,  as  we  await  the  President's  proposals  for  na- 
tional health  care  reform,  I  am  happy  to  say  that  comprehensive 
reproductive  health  services  including  these  screening  services  will 
be  included.  I  have  that  from  the  White  House.  But  we  are  a  long 
way  off  from  full  implementation  of  that  plan,  and  we  need  to  con- 
tinue to  build  the  groundwork  for  an  effective  delivery  system  now. 

Again,  I  welcome  each  of  our  witnesses,  and  I  look  forward  to 
your  testimony. 

Prepared  Statement  of  Senator  Gregg 

Madame  Chairman,  I  want  to  begin  by  commending  you  on  the 
work  that  you  have  done  toward  preventing  breast  and  cervical 
cancer  in  this  country.  You  are  a  recognized  leader  in  the  Senate 
on  these  problems,  and  I  know  that  you  were  one  of  the  authors 
of  the  statute  that  we  are  considering  here  today,  the  Breast  and 
Cervical  Mortality  Prevention  Act  of  1990.  I  congratulate  you  on 
your  tremendous  accomplishments  and  concern. 

The  two  cancers  that  we  are  here  to  discuss  today,  breast  and 
cervical,  are  among  the  greatest  scourges  in  our  country.  According 
to  the  Centers  for  Disease  Control  and  Prevention,  in  this  decade, 
two  million  women  will  be  diagnosed  with  breast  or  cervical  cancer, 
and  over  a  half-million  of  them  will  die. 

Those  are  terrible  statistics.  And  yet,  we  have  made  great 
progress  against  breast  and  cervical  cancer.  Death  rates  from  Doth 


diseases  have  fallen  dramatically  since  the  19505.  In  the  area  of 
breast  cancer,  science  has  made  huge  strides  in  treatment — new 
methods  of  radiation,  chemical,  ana  surgical  treatments — better 
knowledge  about  the  natural  history  and  the  epidemiology  of  the 
disease.  The  survival  rate  from  breast  cancer  has  increased  dra- 
matically. 

Likewise  in  cervical  cancer,  we  have  a  better  understanding  of 
the  causes  of  the  disease,  and  we  have  better  ways  of  dealing  with 
the  cancer  when  it  is  discovered. 

We  are  also  better  able  to  prevent  these  two  diseases  from  killing 
women.  For  both  breast  and  cervical  cancer,  early  detection  is  the 
key  to  survival,  and  science  has  new  and  better  methods  of  early 
diagnosis.  For  breast  cancer,  we  now  have  mammography,  which 
can  find  tiny  tumors,  smaller  than  a  pea,  that  are  not  detectable 
on  physical  examination.  Thanks  in  part  to  mammography,  the  av- 
erage size  of  breast  cancer  tumors  in  this  country  has  declined 
since  the  mid-1970's.  Other  new  detection  methods,  like  magnetic 
resonance  imaging,  are  now  coming  on  the  scene. 

But  with  all  the  progress  we  have  made,  we  still  have  a  long  way 
to  go.  This  year,  about  46,000  women  will  die  from  breast  cancer 
in  the  United  States,  and  4,400  women  will  die  from  cervical  can- 
cer. The  real  tragedy  is  that  many  of  these  deaths  could  be  pre- 
vented if  the  disease  were  detected  early.  For  example,  the  5-year 
survival  rate  for  breast  cancer,  found  when  it  is  still  in  the  local- 
ized stage,  is  93  percent. 

Deaths  from  cervical  cancer,  although  far  fewer  than  the  number 
of  deaths  from  breast  cancer,  are  just  as  tragic  because  the  vast 
majority  are  completely  curable  if  they  are  found  in  their  earliest 
stage. 

The  CDC  National  Breast  and  Cervical  Cancer  Early  Detection 
Program  was  created  through  the  1990  Act.  It  has  begun  to  make 
progress  in  helping  disadvantaged  women  get  screened  for  these 
diseases.  As  of  July,  1992,  a  year  ago,  over  13,000  women  had  been 
screened  for  breast  cancer,  and  over  20,000  had  been  screened  for 
cervical  cancer  through  the  Program.  Hundreds  of  cancers  have 
been  detected.  If  the  CDC  program  did  not  exist,  some  of  those  can- 
cers might  not  have  been  found  until  it  was  too  late. 

I  applaud  the  CDC  Program  and  the  work  that  it  is  doing.  One 
of  the  Programs's  greatest  accomplishments,  in  my  view,  has  been 
the  collaboration  it  has  pulled  together  with  other  organizations, 
like  the  American  Cancer  Society,  the  AARP,  the  YWCA,  and  oth- 
ers. 

I  plan  to  support  the  reauthorization  of  the  CDC  Program,  but 
I  would  like  to  take  a  moment  to  voice  some  concerns.  Perhaps  the 
witnesses  could  respond  to  them. 

While  I  do  see  the  obvious  value  of  programs  like  this  one,  I  also 
have  reservations  about  how  far  Congress  should  go  in  funding  cat- 
egorical programs  that  are  directed  toward  preventing  one  or  two 
diseases  at  the  level  of  the  individual.  When  I  think  about  these 
programs,  I  always  remember  that  great  Chinese  proverb,  "Give  a 
man  a  fish  and  you  will  feed  him  tor  a  day.  Teacn  a  man  to  fish 
and  you  will  feed  him  for  a  lifetime.  "I  worry  that  we  are  spending 
too  many  federal  dollars  giving  fish  and  not  enough  dollars  on 
teaching  to  fish. 


Let's  be  clear  about  the  CDC  Program.  The  Federal  Government 
(with  the  help  of  the  States)  is  providing  direct  medical  services  to 
individuals.  This  is  public  health  at  the  "retail"  level.  The  money 
is  being  used  largely  to  purchase  individual  mammograms  and  in- 
dividual pap  smears. 

I  wonder  whether  this  is  the  most  effective  way  for  the  Federal 
Government  to  fight  these  two  diseases.  It  might  be  more  effective 
to  spend  more  money  at  the  "wholesale"  level — to  create  more 
awareness  of  the  need,  for  screening — to  create  demand  for  preven- 
tive services — and  to  educate. 

I  am  especially  concerned  when  I  see  that  the  House  wants  to 
graft  other,  unrelated  preventive  services  onto  the  CDC  Program — 
services  for  high  blood  pressure  and  high  blood  cholesterol.  In  my 
opinion,  that  could  be  a  great  mistake.  For  one  thing,  it  could  di- 
lute the  value  of  the  CDC  Program. 

Madame  Chairman,  I  have  another  concern.  In  my  view,  pro- 
grams such  as  the  Early  Detection  Program  should  be  periodically 
evaluated  for  efficacy  and  cost-effectiveness.  The  number  of  Federal 
dollars  available  to  us  in  the  Congress  is  always  limited,  and  they 
are  going  to  be  more  limited  in  the  future.  I  think  we  must  be  sure 
that  we  are  spending  those  dollars  in  the  most  effective  way. 

Here,  our  goal  is  to  prevent  deaths  from  two  terrible  cancers.  I 
am  in  strong  support  of  that  goal.  But  I  want  to  be  assured  that 
every  single  dollar  that  we  spend  saves  the  maximum  number  of 
lives.  I  look  forward  to  seeing  the  evaluation  report  from  the  Sec- 
retary that,  I  understand,  was  cleared  yesterday  and  will  be  sent 
to  this  committee  in  the  next  few  days. 

It  makes  no  sense  to  put  more  federal  funds  into  this  program 
unless  we  know  whether  the  previously-appropriated  funds  were 
used  as  intended,  and  whether  they  were  potentially  effective  in 
preventing  cancer  deaths.  By  the  end  of  FY  1993,  we  will  have 
spent  over  $150  million.  That  is  a  lot  of  money.  If  all  that  money 
were  spent  on  screening  tests,  at  $100  per  test,  that  would  be 
enough  money  to  screen  1.5  million  women  for  breast  and  cervical 
cancer. 

For  fiscal  year  1994,  the  President  has  asked  for  an  increase  of 
$14  million  for  the  CDC  Program.  I  am  inclined  to  support  that, 
but  not  until  I  am  confident  that  the  money  is  being  used  wisely 
and  effectively  to  prevent  breast  and  cervical  cancer. 

One  final  point,  Madame  Chairman.  As  I  looked  over  the  provi- 
sions of  the  Act,  I  noticed  that  there  is  no  requirement  for  the  Sec- 
retary to  consider  the  number  of  deaths  from  these  two  diseases  in 
the  applicant  state.  In  other  words,  states  with  low  mortality  rates 
could  be  funded  before  States  with  high  mortality  rates.  Indeed, 
that  has  happened  over  the  past  few  years. 

I  understand  that  CDC  is  now  planning  to  take  disease  mortality 
into  account  when  it  scores  new  grant  applications.  However,  the 
extent  of  the  disease  burden  in  the  applicant  State  will  comprise 
only  ten  of  100  points  on  the  scale  used  to  evaluate  applications. 

One  of  the  oldest  tenets  in  public  health  is  that  scarce  resources 
should  be  directed  to  where  they  will  do  the  most  good.  In  the  case 
of  these  grants,  they  should  be  sent  to  the  States  that  have  the 
greatest  desire  and  capacity  to  administer  them,  to  the  States  that 
have  the  largest  populations  of  eligible  recipients,  but  also  to  the 
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States  whose  inhabitants  suffer  the  most  from  the  diseases  we  are 
trying  to  prevent.  When  Willie  Horton,  the  famous  bank  robber, 
was  asked  why  he  robbed  banks,  he  replied,  "Because  that's  where 
the  money  is.  Well,  we  ought  to  be  sending  prevention  dollars  to 
where  the  mortality  is. 

This  subject  is  near  and  dear  to  me,  because  my  own  State  of 
New  Hampshire  has  an  inordinately  high  mortality  rate  from  both 
of  these  diseases.  Our  breast  cancer  mortality  rate  is  the  seventh 
highest  in  the  nation.  According  to  the  experts  at  the  New  Hamp- 
shire Division  of  Public  Health  Services,  much  of  that  mortality  is 
due  to  a  failure  of  proper  screening.  New  Hampshire  also  has  a 
very  high  mortality  rate  from  cervical  cancer  among  white  women. 
That  also,  is  probably  due  to  inadequate  screening. 

I  am  very  tempted  to  suggest  that  Congress  amend  the  statute 
to  require  the  Secretary  to  take  disease  mortality  into  account 
when  she  awards  grants,  and  mortality  should  make  up  more  than 
just  10  percent  of  the  decision.  Mortality  should  be  one  of  the  major 
factors  used  to  select  recipients. 

Madame  Chairman,  I  thank  you  and  I  look  forward  to  the  testi- 
mony of  the  witnesses. 

Prepared  Statement  of  Senator  Hatch 

Senator  Mikulski,  I  would  like  to  begin  by  commending  you  for 
holding  this  hearing  today  and  for  your  sponsorship  of  the  land- 
mark Breast  and  Cervical  Cancer  Mortality  Prevention  Act"  al- 
most three  years  ago. 

Your  work  to  advance  women's  health  is  legendary  and  will  bene- 
fit the  many  millions  of  American  women  who  will  face  cancer  at 
some  point  during  their  lifetimes. 

Although  we  have  made  progress  in  the  prevention  and  cure  of 
breast  and  cervical  cancer,  I  believe  there  still  remains  much  to  be 
done. 

As  I  noted  at  a  recent  full  Labor  and  Human  Resources  Commit- 
tee session,  when  I  joined  the  Committee  in  1977,  one  out  of  each 
13  women  in  the  United  States  was  diagnosed  with  breast  cancer 
each  year.  Last  year,  we  were  all  shocked  to  learn  that  the  rate 
had  risen  to  one  in  nine. 

The  eradication  of  breast  cancer  needs  to  become  a  national  pri- 
ority, and  I  am  pleased  to  join  in  the  efforts  of  the  subcommittee. 

In  my  home  State  of  Utah,  breast  cancer  is  the  leading  cause  of 
female  cancer  death.  This  year  alone,  196  Utah  women  died  from 
breast  cancer,  and  700  new  cases  were  reported. 

Despite  the  overall  favorable  health  indicators  in  Utah,  women 
in  my  state  who  are  diagnosed  with  breast  and  cervical  cancer  do 
not  have  better  survival  rates  than  the  rest  of  the  United  States. 
They  join  the  46,000  breast  cancer  victims  and  4,000  cervical  can- 
cer victims  who  die  annually  in  this  country. 

We  need  to  prevent  the  suffering  of  women,  families,  and  friends 
as  much  as  we  can  through  early  detection.  I  would  like  to  see  mor- 
tality rates  become  survivor  rates. 

That  is  where  the  reauthorization  of  the  Center  for  Disease  Con- 
trol and  Prevention's  Breast  and  Cervical  Cancer  Prevention  Pro- 
gram becomes  so  important.  The  CDC  program  creates  a  partner- 


ship  between  CDC,  States,  and  Federal,  voluntary,  and  community- 
based  organizations  who  will  work  together  to  improve  detection, 
control,  and  follow-up  treatment  of  breast  and  cervical  cancer. 
Through  education,  expansion  and  progression,  CDC  is  attempting 
to  increase  early  detection  and  target  women  at  risk. 

In  July  of  this  year,  Utah  joined  with  the  approximately  40  other 
States  who  have  expressed  interest  in  funding  under  the  program. 
Our  participation  in  this  program  will  increase  the  accessibility 
and  quality  of  breast  and  cervical  cancer  screening,  follow-up,  and 
treatment  services  for  Utah  women. 

Utah  hopes  to  increase  the  percentage  of  women  receiving 
screening  mammograms  and  Pap  tests,  thereby  reducing  the  cancer 
mortality  rate.  In  particular,  it  will  target  those  who  are  low-in- 
come, undereducated,  or  in  rural  lareas  and  who  lack  health  care 
services  and  are  undoubtedly  more  often  the  victims  of  undetected 
breast  and  cervical  cancer.  Utah  participation  in  this  preventive 
program  will  bring  progress  and  expansion  to  women's  health  care 
services,  a  need  that  the  Breast  and  Cervical  Cancer  Prevention 
program  is  fulfilling  and  extending  nationwide.  I  believe  that  when 
the  services  provided  under  the  program  become  available  to  all 
women  in  each  of  the  50  States  and  in  all  federally-supported  clin- 
ics we  will  be  able  to  decrease  the  high  breast  and  cervical  cancer 
mortality  rates. 

In  particular,  I  intend  to  work  to  see  that  all  federally-supported 
clinics  provide  breast  and  cervical  cancer  screening  and  informa- 
tion. This  is  a  critical  health  care  need  for  all  women  in  the  nation. 
Certainly  the  government  should  do  what  it  can  to  see  that  the 
goals  of  the  Breast  and  Cervical  Cancer  Prevention  program  are 
carried  out  in  federally-supported  programs. 

Again,  I  thank  the  Chair  for  holding  this  hearing  today  and  for 
sponsoring  this  important  legislation.  I  want  to  work  with  you  and 
other  members  of  the  Committee  as  this  reauthorization  moves  for- 
ward. 

Senator  Mikulski.  Having  said  that,  we  would  now  like  to  turn 
to  Dr.  Stephen  Wyatt,  the  director  of  the  Division  of  Cancer  Pre- 
vention and  Control  at  CDC. 

Dr.  Wyatt,  we  welcome  you,  and  we  look  forward  to  hearing  from 
you  about  CDC's  perspective,  their  views  on  this  program  and  les- 
sons learned  in  the  first  phase  of  operation.  I  would  like  to  thank 
you  and  thank  the  men  and  women  who  work  at  CDC  for  being 
able  to  take  that  legislative  initiative  and,  in  a  quick-step  way,  get 
it  out  to  the  communities. 

So,  Dr.  Wyatt,  why  don't  you  proceed. 

STATEMENT  OF  DR.  STEPHEN  WYATT,  DIRECTOR,  DIVISION 
OF  CANCER  PREVENTION  AND  CONTROL,  CENTERS  FOR  DIS- 
EASE CONTROL  AND  PREVENTION,  PUBLIC  HEALTH  SERV- 
ICE, U.S.  DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES, 
ATLANTA,  GA 

Dr.  Wyatt.  Good  morning.  I  am  Dr.  Steve  Wyatt,  director  of  the 
Division  of  Cancer  Prevention  and  Control  at  CDC.  I  appreciate  the 
opportunity  to  be  here  this  morning  and  share  with  you  an  over- 
view of  the  status  of  the  implementation  of  the  Breast  and  Cervical 
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Cancer  Mortality  Prevention  Act  of  1990  and  CDC's  excitement 
about  the  future  of  this  important  prevention  program. 

The  numbers  are  staggering.  In  this  decade,  more  than  2  million 
American  women  will  learn  they  have  breast  or  cervical  cancer, 
and  approximately  500,000  women  are  expected  to  lose  their  lives. 
The  early  detection  of  these  cancers  combined  with  appropriate  and 
timely  follow-up  remains  the  single  most  effective  method  to  ensure 
more  treatment  options,  improve  survival,  and  decrease  mortality. 

We  applaud  the  efforts  of  the  research  community  to  continue  to 
diligently  search  for  a  way  to  prevent  cancer  from  occurring,  but 
until  a  magic  bullet"  is  found,  we  must  continue  to  take  forward 
the  message  about  the  value  of  screening. 

The  problem  is  this.  Screening  rates  in  the  United  States  are  un- 
acceptably  low.  National  data  for  1991  indicate  that  only  about  58 
percent  of  women  age  50  and  older  had  received  a  mammogram  in 
the  past  2  years,  with  the  proportions  being  far  lower  for  women 
of  low  income.  And,  in  spite  of  the  proven  benefits  of  the  Pap  test 
for  over  40  years,  a  significant  proportion,  or  approximately  21  per- 
cent, of  women  are  not  being  screened  on  a  routine  basis. 

There  are  many  reasons  why  women  are  not  being  screened. 
Among  the  most  common  are  the  cost  of  the  screening  test,  not 
being  informed  about  the  difference  early  detection  can  make,  and 
lack  of  provider  recommendation  for  screening.  Experts  agree  that 
a  comprehensive,  coordinated  public  health  approach  is  necessary 
to  reduce  mortality  related  to  these  cancers.  A  national  infrastruc- 
ture is  essential  to  support  the  various  complex  elements  necessary 
to  guarantee  all  women  at  risk  access  to  high  quality  screening  ana 
follow-up  services.  Simply  removing  the  cost  barrier  will  not  com- 
pletely solve  the  problem,  though,  as  our  colleagues  in  Sweden  and 
the  United  Kingdom  have  learned. 

Congress  acknowledge  the  life-saving  potential  of  screening, 
mammography  and  Pap  testing  and  the  value  of  a  comprehensive 
approach  wnen  it  passed  this  Act  in  1990.  This  law  forms  the  foun- 
dation for  a  long-term,  comprehensive  strategy  by  authorizing  CDC 
to  establish  breast  and  cervical  cancer  early  detection  programs  in 
partnership  with  State  health  agencies.  Under  this  authority,  CDC 
and  the  States  work  together  to  assure  access  to  screening  and  re- 
ferral services  for  women  at  risk,  advise  women  of  the  value  of 
early  detection,  improve  the  skills  of  health  care  professionals  to 
assure  high-quality  screening,  exams  and  tests,  establish  surveil- 
lance systems  for  program  planning  and  evaluation,  and  establish 
State  cancer  coalitions. 

CDC  supports  the  development  of  an  early  detection  infrastruc- 
ture through  a  two-tiered  funding  mechanisms.  States  with  an  es- 
tablished infrastructure  are  funded  by  a  comprehensive  program, 
including  the  provision  of  screening  services  for  eligible  women. 
These  awards  range  from  $2  to  $5  million  each.  States  that  are  not 
yet  ready  to  provide  comprehensive  program  services  are  funded  at 
much  lower  levels  for  capacity  building  efforts  to  assist  them  in  de- 
veloping the  service  delivery,  education,  quality  assurance,  and 
surveillance  infrastructure  required  for  an  effective,  comprehensive 
early  detection  program. 

In  fiscal  year  1992,  30  States  received  funding — 12  States  for 
comprehensive  programs  and  18  States  for  capacity  building  pro- 
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grams.  This  fiscal  year,  we  expect  to  fund  up  to  36  States — 18  for 
comprehensive  programs  and  18  for  capacity  building.  These  pro- 
grams will  provide  an  estimated  340,000  screenings  for  eligible 
women  who  would  not  have  otherwise  had  access  to  these  services. 

In  fiscal  year  1994,  with  the  President's  budget  request  of  $85 
million,  we  expect  to  fund  up  to  39  States — 21  comprehensive  pro- 
grams and  18  capacity  building  programs — and  provide  as  many  as 
400,000  screening  exams. 

As  of  January  1993,  CDC  supported  States  have  provided  31,105 
screening  mammogram 

Senator  Mikulski.  Dr.  Wyatt,  would  you  read  those  numbers 
very  slowly,  because  I  want  the  record  to  really  show  what  we  have 
done. 

Dr.  Wyatt.  I  certainly  will.  As  of  January  of  this  year,  com- 
prehensive States  have  provided  31,105  screening  mammogram; 
2,774  women  have  been  referred  for  follow-up,  and  breast  cancer 
has  been  diagnosed  in  102  women  to  date. 

For  cervical  cancer,  53,555  Pap  tests;  7,813  women  referred  for 
follow-up;  3,071  women  have  been  diagnosed  with  an  early  indica- 
tor of  cervical  cancer;  invasive  cervical  cancer,  which  is  a  true  fail- 
ure of  the  system,  has  been  diagnosed  in  13  women. 

Although  the  statute  does  not  permit  the  States  to  use  Federal 
dollars  to  provide  treatment,  States  are  required  to  establish  fol- 
low-up systems  to  ensure  treatment.  States  are  committed  to  fol- 
lowing the  intent  of  the  law  and  to  assisting  every  women  who  has 
an  abnormal  screening  exam  with  receiving  timely  and  adequate 
follow-up.  This  is  accomplished  through  a  variety  of  innovative 
strategies  with  both  the  private  and  voluntary  partners  of  the 
States. 

Currently,  over  1,305  screening  sites  participate  in  the  12  State 
programs.  This  compares  to  only  575  sites  in  1992.  This  is  an  in- 
crease of  more  than  200  percent  in  only  1  year.  States  have  strate- 
gically utilized  a  blend  of  providers  ranging  from  traditional  local 
health  departments,  Indian  health  service  clinics,  women's  organi- 
zations, and  Federally  funded  community  and  migrant  health  cen- 
ters. 

In  addition  to  providing  screening  and  follow-up  services  for  eligi- 
ble women,  the  law  mandates  the  development  of  a  supportive 
early  detection  infrastructure  that  will  benefit  all  women  in  funded 
States.  CDC  fosters  the  development  of  public  and  provider  edu- 
cation, quality  assurance  and  surveillance  activities  to  enhance  the 
national  public  health  infrastructure  through  collaborative  efforts 
with  the  States,  with  professional  organizations  such  as  the  Na- 
tional Medical  Association  and  American  College  of  Radiology,  and 
voluntary  partners  such  as  the  American  Cancer  Society,  the 
YWCA,  National  Alliance  of  Breast  Cancer  Organizations,  AARP, 
and  the  American  Public  Health  Association.  These  programs  are 
already  making  a  difference. 

Some  evidences  are  the  more  than  2,900  public  education  pro- 
grams that  have  been  presented  to  high-risk  women.  Unique  out- 
reach efforts  with  community-based  partners  like  the  YWCA  in 
Baltimore  and  Abilene  are  two  examples  of  innovative  strategies 
being  used  to  reach  the  target  population.  Seven  of  the  12  States 
have  enacted  new  legislation  in  support  of  breast  and  cervical  can- 
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cer  screening,  and  more  than  440  organizations  are  currently  col- 
laborating with  State  health  agencies  in  a  broad  range  of  early  de- 
tection activities. 

We  have  made  tremendous  progress  under  this  program  and  are 
seeking  a  3-year  reauthorization.  We  must  continue  to  enhance  the 
firm  foundation  we  have  established  for  a  concerted  national  public 
health  strategy  to  save  women's  lives.  The  challenges  are  great.  Al- 
most 200,000  women  will  be  diagnosed  with  these  two  cancers  in 
1993  alone,  and  more  than  50.000  women  will  lose  their  lives  this 
year.  However,  the  benefits  of  early  detection  and  an  established 
infrastructure  to  support  screening  are  proven,  and  they  are  cur- 
rently the  only  tools  we  have  to  save  lives. 

The  early  detection  of  these  cancers  gives  us  the  opportunity  to 
make  a  life  or  death  difference  for  thousands  of  women. 

I'd  like  to  take  this  opportunity  to  thank  you,  Senator  Mikulski, 
for  your  vision  in  developing  this  historic  legislation  back  in  1990, 
and  I  would  be  happy  to  answer  any  questions  you  might  have. 

[The  prepared  statement  of  Dr.  Wyatt  follows:] 

Prepared  Statement  of  Steve  Wyatt,  M.D. 

Good  morning.  I  am  Dr.  Steve  Wyatt,  Director  of  the  Division  of  Cancer  Preven- 
tion and  Control,  National  Center  for  Chronic  Disease  Prevention  and  Health  Pro- 
motion of  the  Centers  for  Disease  Control  and  Prevention  (CDC).  I  appreciate  the 
opportunity  to  be  here  this  morning  to  share  an  overview  of  the  status  of  the  imple- 
mentation  of  the  Breast  and  Cervical  Cancer  Mortality  Prevention  Act  and  CDC's 
excitement  about  the  future  of  this  important  prevention  program. 

First,  I  would  like  to  thank  you,  Senator  Mikulski,  as  well  as  the  full  Committee 
for  your  vision  and  role  in  developing  this  historical  legislation  in  1990. 

BREAST  AND  CERVICAL  CANCER  EARLY  DETECTION 

Breast  cancer  is  the  most  commonly  diagnosed  cancer  among  American  women 
and  is  second  only  to  lung  cancer  as  the  leading  cause  of  cancer  death.  In  this  dec- 
ade, more  than  two  millions  American  women  will  be  diagnosed  with  breast  or  cer- 
vical cancer  and  approximately  500,000  women  are  expected  to  lose  their  lives.  Mor- 
tality rates  for  breast  and  cervical  cancer  are  disproportionately  high  among  women 
of  low  income.  While  the  number  of  deaths  from  cervical  cancer  is  not  of  the  same 
magnitude  as  that  of  breast  cancer,  essentially  all  deaths  from  cervical  cancer  are 
preventable  with  full  utilization  of  the  Papanicolaou  (Pap)  test.  We  applaud  the  ef- 
forts of  the  research  community  to  continue  to  search  diligently  for  a  way  to  prevent 
cancer  from  occurring,  BUT,  until  a  "magic  bullet"  is  found,  we  must  continue  to 
take  forward  the  message  about  the  value  of  screening.  Current  research  indicates 
that  mammography  screening  for  breast  cancer  can  reduce  mortality  by  approxi- 
mately one-third  through  early  detection  and  prompt  initiation  of  effective  treat- 
ment protocols.  Despite  the  existence  of  this  knowledge  for  more  than  a  decade,  na- 
tional data  for  1990  indicate  that  only  about  one-third  of  women  age  40  or  older 
had  received  a  mammogram  in  the  past  year,  with  the  proportion  far  lower  for 
women  with  little  education,  women  older  than  age  70,  and  women  of  low  income. 
The  early  detection  of  cancers  of  the  breast  and  cervix,  coupled  with  appropriate  and 
timely  follow-up,  remain  the  most  effective  methods  to  ensure  more  treatment  op- 
tions, improved  survival,  and  decreased  mortality.  Similarly,  in  spite  of  the  benefits 
of  the  Pap  test,  a  significant  proportion  of  women  are  not  being  screened  on  a  regu- 
lar basis. 

Experts  agree  that  a  comprehensive,  coordinated  public  health  approach  is  nec- 
essary to  reduce  mortality  related  to  these  cancers.  A  national  infrastructure  is  es- 
sential to  support  the  various  complex  elements  necessary  to  guarantee  all  women 
at  risk  access  to  high-quality  screening  and  follow-up  services.  Simply  removing  the 
cost  barrier  will  not  completely  solve  the  problem,  as  our  colleagues  in  Sweden  and 
the  United  Kingdom  have  learned.  Women  as  consumers,  health  professionals,  vol- 
untary and  community  organizers  and  state  and  federal  policy  makers  all  play  a 
vital  role  in  successful  cancer  control;  and  collectively,  this  network  has  the  skills 
and  resources  to  enable  all  women  to  benefit  from  liie-saving  screening  technology. 
Having  such  comprehensive  cancer  control  models  in  place  nationwide  will  provide 
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the  impetus  to  help  bring  new  and  effective  treatment  and  recovery  mechanisms  in 
a  timely  fashion  to  the  women  who  need  it  most. 
Congress  acknowledged  the  lifesaving  potential  of  screening  services  when  it 

f>assed  the  Breast  and  Cervical  Cancer  Mortality  Prevention  Act  of  1990.  This  law 
brms  the  foundation  for  a  long-term,  comprehensive  national  public  health  ap- 
proach by  authorizing  CDC  to  establish  breast  and  cervical  cancer  early  detection 
programs  in  partnership  with  State  health  agencies.  Under  this  authority,  CDC  and 
the  States  work  together  to: 

— establish,  expand,  or  improve  screening  services  in  communities  or  women  at 
risk; 

— deliver  education  programs  that  send  the  public  clear,  consistent,  and  cul- 
turally sensitive  messages  about  the  lifesaving  value  of  screening; 
— deliver  education  programs  to  physicians  and  other  health  care  professionals 
to  improve  skills  related  to  early  detection; 

— improve  quality  assurance  measures  to  ensure  adherence  to  standards  and 
guidelines  related  to  screening  mammography  and  cervical  cytology; 
— establish  surveillance  systems  that  guide  program  planning  and  evaluation; 
and 

— establish  State  cancer  coalitions  that  include  key  public,  private,  and  vol- 
untary organizations  to  marshall  resources  and  establish  specific  program  objec- 
tives. 
In  fiscal  year  1992,  30  States  received  funding — 12  States  for  comprehensive  pro- 
grams and  18  states  for  capacity  building  to  prepare  for  having  comprehensive  pro- 
grams. In  fiscal  year  1993,  we  expect  to  fund  up  to  36  States — 18  for  comprehensive 
grograms  and  18  for  capacity  building.  In  fiscal  year  1994,  with  the  President's 
udget  request  of  $85  million,  we  expect  to  fund  up  to  39  States — 21  for  comprehen- 
sive programs  and  18  for  capacity  building. 

As  required  by  the  statute,  those  States  with  comprehensive  programs  expend  not 
less  than  60  percent  of  their  grant  funds  for  screening  and  follow-up  services.  As 
of  January  15,  1993,  31,105  eligible  women  in  10  States  had  been  screened  by  mam- 
mography, 2,774  women  had  been  referred  for  follow-up;  and  breast  cancer  was  di- 
agnosed in  102  women;  53,555  women  had  been  screened  by  Pap  testing;  7,813 
women  were  referred  for  follow-up;  cervical  intraepithelial  neoplasia,  an  early  indi- 
cator of  cervical  cancer  was  diagnosed  in  3,071  women;  and  invasive  cervical  cancer 
was  diagnosed  in  13  women.  These  screening  numbers  are  consistent  with  what 
would  be  expected  during  the  initial  stages  of  a  large  screening  program. 

Although  the  statute  does  not  permit  the  States  to  use  Federal  dollars  to  provide 
treatment,  States  are  required  to  establish  follow  up  systems  to  ensure  treatment. 
States  are  committed  to  following  the  intent  of  the  law  and  to  assist  every  woman 
who  has  an  abnormal  screening  exam  with  receiving  timely  and  adequate  follow- 
up.  This  is  accomplished  through  a  variety  of  innovative  strategies  with  private  and 
voluntary  partners. 

All  State  grantees  collect  and  report  information  on  screening  location,  patient  de- 
mographic characteristics,  screening  results,  and  diagnostic  procedures.  These  data 
help  state  health  agencies  implement,  direct,  evaluate  and  monitor  their  screening 
programs;  provide  State  legislators  with  data  on  the  progress  and  results  of  the  pro- 
gram; and  direct  and  enhance  CDC's  efforts  with  program  leadership  and  technical 
guidance.  Additionally,  each  funded  state  establishes  public/private  cancer  control 
coalitions  which  include  State  and  local  representatives  from  professional,  vol- 
untary, and  community -based  organizations.  Unique  outreach  efforts  with  commu- 
nity-based partners,  such  as  the  Young  Women's  Christian  Association  (YWCA)  in 
Baltimore  and  Abilene,  are  only  two  of  many  innovative  strategies  being  used  to 
reach  the  target  population. 

We  have  made  tremendous  progress  under  this  program  and  are  seeking  a  3-year 
reauthorization  to  continue  to  expand  the  availability  of  these  life-saving  preventive 
services.  I  want  to  take  this  opportunity  to  again  thank  the  committee  and  Senator 
Mikulski  for  your  vision  in  developing  this  historic  legislation  in  1990.  111  be  happy 
to  answer  any  questions  you  or  the  other  members  may  have. 

Senator  Mdculski.  Thank  you,  Dr.  Wyatt. 

I  am  going  to  go  through  just  a  few  of  the  questions.  First  of  all, 
when  you  give  those  numbers  and  statistics,  we  all  know  that 
women  and  their  families  are  behind  them.  I  was  interested  in  the 
fact  that  more  women  had  been  screened  through  the  technology 
of  the  Pap  smear  for  cervical  cancer  than  women  had  been 
screened  for  breast  cancer.  One  was  at  about  30,000  for  breast  can- 
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cer,  and  roughly  50,000  for  Pap  smears.  How  do  you  account  for 
that,  and  what  would  be  the  lessons  learned  from  that? 

Dr.  Wyatt.  I  think  one  of  the  lessons  that  we  have  learned  is 
that  as  programs  start  developing  in  the  States,  they  have  to  go  to 
service  delivery  entities  that  are  easy  to  get  to,  first  of  all.  And  I 
think  it  is  much  harder  for  us  to  reach  older  women  for  breast  can- 
cer screening.  That's  the  first  point  I  would  make.  We  know  the 
value  of  screening  in  women  50  and  older;  40  to  49  is  controversial 
now.  But  for  the  Pap  test,  we  are  screening  younger  women  as 
well. 

So  I  think  the  lesson  I  would  take  away  from  this  is  that  it  is 
easier  to  keep  younger  women  in  the  system  and  keep  screening 
them  for  cervical  cancer,  but  once  folks  leave  the  childbearing  years 
and  maybe  stop  seeing  their  ob  or  their  gyn,  then  it  is  very  difficult 
to  bring  them  back  into  the  system  to  start  breast  cancer  screen- 
ing. 

Senator  Mikulski.  Dr.  Wyatt,  some  of  the  questions  I  am  asking 
are  really  as  part  of  the  groundwork  for,  hopefully,  national  health 
insurance  reform.  Is  it  your  observation  that  for  women,  and  par- 
ticularly women  of  childbearing  age,  that  their  ob-gyn  is  their  pri- 
mary care  physician  and  that  therefore,  when  they  go  to  their  pri- 
mary care  physician  for  ob  or  gyn  services,  part  of  the  routine  is 
for  a  Pap  smear,  so  it  is  part  of  the  routine 

Dr.  Wyatt.  Correct.  That's  a  good  observation. 

Senator  Mikulski.  In  terms  of  if  one  views,  as  I  do,  ob-gyn  as 
one  of  the  areas  of  primary  care,  that  that  is  a  routine  test,  just 
like  taking  blood  pressure  and  so  on.  In  other  words,  women  are 
more  likely  to  go  and  see  their  ob-gyn,  but  then  when  they  have 
to  find  or  be  referred  to,  whatever,  it  involves  another  whole  step 
to  go  and  get  the  mammogram. 

Dr.  Wyatt.  That's  correct.  I  think  another  point  I  would  make 
is  that  as  we  all  get  older,  we  tend  to  lose  contact  with  preventive 
health  services.  I  think  we  tend  to  be  seen  for  acute  care. 

I  use  the  example  that  if  you  have  arthritis,  your  rheumatologist 
many  times  becomes  your  primary  care  provider,  and  primary  care 
providers,  such  as  FPs  or  OBs,  are  much  more  likely  to  refer  for 
screening  for  breast  cancer,  for  example,  as  opposed  to  an  internist. 

Senator  Mikulski.  So,  based  on  that,  there  are  a  lot  of  lessons 
learned  such  as,  first  of  all,  public  education  for  the  physicians;  is 
that  right? 

Dr.  Wyatt.  Correct.  I  think  it  is  really  important.  We  conducted 
a  study  in  Rhode  Island  several  years  ago,  and  we  found  that  a 
woman  who  had  a  recommendation  from  ner  provider  for  a  mam- 
mogram was  seven  times  more  likely  to  receive  a  mammogram 
than  a  woman  without  a  recommendation. 

And  another  study  is  really  striking.  I  am  from  Kentucky,  and 
we  conducted  a  study  in  the  rural  southeastern  part  of  the  State, 
Appalachia,  and  we  found  nine  provider  visits  in  a  3-year  period 
prior  to  diagnosis  for  cervical  cancer.  All  those  were  missed  oppor- 
tunities for  the  cervical  cancer  piece,  and  it  is  really  a  shame. 

Senator  Mikulski.  As  we  redraft  or  re-look  at  this  legislation, 
what  lessons  would  you  give  us  in  terms  of  the  focus  on  having 
physicians  be  aware  of  this?  One  of  the  things  we  have  found  in 
our  work  on  women's  health  is  that,  one,  women  are  not  listened 
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to.  Women  listen  to  their  doctors,  but  their  doctors  don't  always  lis- 
ten to  the  women.  And  we  believe  there  has  to  be  a  two-way  chan- 
nel of  communication  The  second  is  that,  often,  women's  symptoms 
are  minimized.  And  third,  that  there  is  not  the  referral,  or  the  next 
step. 

My  internist,  for  example,  talked  to  me  many  years  ago  about 
the  need  for,  at  that  stage  in  my  life,  a  biannual  mammogram. 
Now  1  am  post50,  so  it  would  be  an  annual  mammogram 

So  as  part  of  public  education,  is  this  a  key  component?  Do  we 
need  to  flesh  it  out  more? 

Dr.  Wyatt.  I  think  it  is  a  key  component.  Physician  referral  is 
critical.  And  one  of  the  things  we  have  done  at  CDC  nationally— 
that  is  the  reason  we  have  brought  folks  together— we  have  started 
working  with  NMA,  with  AMWA,  with  the  American  College  of 
physicians,  which  is  an  internal  medicine  group,  and  we  are  work- 
ing with  the  AMA.  We  are  looking  at  strategies  nationally  that  can 
filter  down  to  the  local  level,  and  I  think  it  is  important  for  us  to 

r£    .T?™?o?aralJel  JtSJ  with  work  with  national  organizations 
like  the  YWCA  and  AARP  at  the  community  level,  but  with  provid- 
ers it  is  critical  that  we  continue  to  get  the  message  to  them  with 
reminder  systems  for  practices  about  screening 
Senator  Mkulsiq.  So,  then,  Dr.  Wyatt,  we  don't  need  to  change 

?er.v;?!s  !?n;  we  ave  the  fegkktion  here.  But  it  is  in  the  area 
of  CDC  and  its  administration  of  the  program.  I  know  the  first 
phase  was  to  get  it  up  and  running. 

Dr.  Wyatt.  That's  right. 

Senator  Mkulski.  Now,  we  really  want  to  focus  on  the  public 
education  of  both  the  people  who  use  the  service,  but  also  the  phy- 
sicians, nurse  practitioners  and  others;  am  I  right? 

Dr.  Wyatt.  That's  correct. 

Senator  Mikui^ki.  Dr.  Wyatt,  as  part  of  the  Preventive  Health 
Amendments  of  1992,  Title  XV  now  requires  that  States  participat- 
ing in  this  program  cover  mammography  under  the  Medicaid  pro- 
gram, in  order  to  stretch  CDC  dollars.  How  many  of  those  30 
States  currently  receiving  funding  are  now  covering  mammogram 
under  Medicaid?  Has  that  been  a  good  approach? 

Dr.  Wyatt.  I  think  it  has  been.  We  have  always  required  that 
the  Federal  funds  that  are  appropriated  each  year  are  "payer  of 
last  resort"  funds,  basically;  that  States  must  work  through  the 
menu  of  options  available  to  them  before  they  start  charging  it  out 
against  the  State  grant. 

The  Medicaid  requirement,  we  did  some  checking  with  when  this 
was  starting  to  be  enacted  a  few  months  ago,  and  all  of  the  States 
except  one  had  on  their  books  requirements  for  Medicaid  to  cover 
screening  mammogram  and  Pap  smears,  and  that  that  State  is  cur- 
rently in  the  process  of  coming  up  to  compliance.  And  we  require 
the  States  to  certify  that  they  are  in  compliance  with  that  amend- 
ment. 

Senator  Mikulski.  In  the  President's  budget  for  fiscal  1994, 
there  is  a  provision  for  $85  million.  The  House  authorizes  $135  mil- 
lion. In  your  professional  judgment,  how  much  is  really  needed  to 
run  an  effective  program  in  all  50  States  of  the  United  States  of 
America? 
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Dr.  Wyatt.  It  would  probably  be  best  if  I  provided  that  for  the 
record;  is  that  all  right? 

Senator  Mikulski.  Is  it  that  you  don't  know,  or  you  don't  care 
to  say  because  of  OMB?  Listen,  I'll  deal  with  Panetta.  You  deal 
with  me.  [Laughter.] 

Dr.  Wyatt.  We  did  some  estimates,  and  we  looked  at  the  cost  na- 
tionwide for  covering  every  uninsured  woman.  The  costs  nation- 
wide were  somewhere  in  the  range  of  $600  to  $700  million  annu- 
ally. But  that  is  probably  unrealistic,  because  not  every  woman  is 
going  to  be  screened.  So  what  we  also  did  was  we  stepped  back, 
and  we  looked  at  it  from  a  compliance  viewpoint  of  50  percent  and 
40  percent  and  30  percent,  to  help  us  reach  the  "Healthy  People 
2000"  objectives.  And  we  feel  like  in  the  neighborhood  of  $200  mil- 
lion would  give  us  the  ability  to  be  able  to  go  to  every  State. 

Senator  Mikulski.  I  understand.  Now,  we  also  understand  that 
under  the  law,  an  annual  report  is  required,  and  we  haven't  seen 
that.  What  is  the  status  of  those  annual  reports? 

Dr.  Wyatt.  We  take  the  annual  reports  very  seriously.  We  com- 
mit staff  time  to  them,  and  they  are  very  important  for  us  because 
they  capture  what  the  States  are  doing.  The  reports  have  been 
going  through  the  clearance  process,  which  is  a  lengthy  clearance 
process,  as  you  know,  within  the  Department,  and  we  learned  this 
morning  that  the  1991  report  has  been  cleared  and  is  on  its  way 
to  Congress  at  this  point. 

The  1992  report  is  also  wandering  through  the  clearance  process 
at  this  point  and  hopefully  will  be  cleared  soon. 

Senator  Mikulski.  So  the  reports  were  done,  but  they  have  not 
been  cleared? 

Dr.  Wyatt.  Correct. 

Senator  Mikulski.  I  appreciate  that. 

Now,  Doctor,  before  I  wrap  up  my  questions  to  you,  what  would 
you  say  were  the  important  lessons  learned  over  the  last  3  years, 
and  wnat  problems  have  you  had  to  overcome,  and  what  changes 
would  you  recommend  to  us  from  a  statutory  perspective,  and  what 
changes  do  you  intend  to  do  from  an  administrative  perspective — 
essentially,  lessons  learned. 

Dr.  Wyatt.  I  think  the  first  point  I  would  make  is  that  the  pro- 
gram is  a  comprehensive  program.  I  think  that  is  very  important. 
Just  spending  the  money  for  screening  is  not  the  answer,  and  we 
see  that  over  and  over  again  with  programs  like  immunization.  I 
think  we  have  to  have  the  infrastructure  in  place  that  supports 
screening,  and  that  is  what  this  program  is  all  about. 

That's  probably  the  most  important  lesson  learned.  We  have  seen 
how  valuable  it  is  to  bring  partners  like  the  YWCA  to  the  table, 
the  American  Cancer  Society,  AARP,  the  Breast  Cancer  Coalition 
in  many  States.  That  is  an  important  process  for  this  program,  and 
it  has  really  served  us  well  in  the  first  few  years. 

I  think  one  challenge  is  in  the  treatment  area.  Since  the  statute 
does  not  permit  the  provision  of  treatment  services  from  Federal 
dollars,  the  States  are  often  called  upon  to  beg,  barter  or  steal  for 
treatment  dollars,  and  they  have  been  successful;  they  have  been 
doing  that.  But  that  is  a  challenge,  and  it  will  continue  to  be  a 
challenge. 
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The  other  area  of  concern  for  us  is  in  the  area  of  age  guidelines 
for  screening  for  breast  cancer,  specifically 

^Sfn^ruMn?JLSKI-  S.0'  Doctor'  l  &ather  wha*  you  are  saying  is 
that  this  has  been  an  important  program,  and  it  has  been  an  im- 
portant first  step  and  so  far,  so  good.  But  what  we  really  need  is 
a  national  health  insurance  reform  program  so  that  all  women 
have  access  first  of  all  to  health  care;  then,  second,  whoever  is  their 
primary  care  physician  becomes  the  medical  manager  to  ensure 
that  women  get  screening,  and  that  this  type  of  screening  would  be 
provided  as  part  of  the  preventive  work,  and  then,  therefore,  also 
through  the  universal  access,  that  there  would  be  funding  for  the 
follow-up  treatment,  some  of  what  might  not  be  breast  cancer  but 
what  is  detected  as  a  tendency  for  fibroids  or  many  other  things 
because  other  things  that  are  detected  may  be  things  that  could 
contribute. 
Am  I  correct? 

Dr.  Wyatt.  I  think  that  should  national  health  care  insurance  or 
health  care  reform  include  a  basic  benefits  package  that  includes 
screening  mammography  and  Pap  tests— and  I  would  hope  that  it 
would— I  think  the  lesson  I  would  take  away  from  that,  though,  is 
to  come  back  to  the  point  of  the  infrastructure  surrounding  the 
screening  We  have  to  continue  to  support  State  health  depart- 
ments and  the  private  and  voluntary  sector  to  make  sure  that  folks 
know  about  the  value  of  the  screen  tests,  that  physicians  are  in- 
deed recommending  and  referring,  and  that  the  quality  is  there 
That  is  a  key  point. 

I  think  one  of  the  things  we  can  hang  our  hat  on  in  this  program 
is  that  the  quality  assurance  aspects  in  the  States  are  very  strong. 
We  require  ACR  accreditation,  and  that  is  really  important  so  that 
when  the  woman  goes  in  for  screening  she  knows  that  she  is  get- 
ting a  good  screening  exam. 
Senator  Mikulski.  Thank  you. 

The  Chair  would  like  to  acknowledge  the  fact  that  Senator  Paul 
Wellstone  of  Minnesota  has  joined  us.  Senator  Wellstone,  as  you 
know,  is  one  of  the  Galahads  of  the  U.S.  Senate,  He  has  consist- 
ently worked,  when  I  was  the  only  woman  in  the  Senate,  and  now 
with  our  addition,  continues  to  be  very  supportive  of  this  issue. 
Senator  Wellstone  has  been  under  tremendous  strain  these  last 
couple  of  weeks  because  of  the  terrible  flooding. 

We  welcome  you,  Senator  Wellstone.  Any  opening  statement  you 
have  will  be  included  in  the  record.  Do  you  have  any  questions  for 
Dr.  Wyatt? 

Senator  Wellstone.  No,  Madam  Chairman.  I  have  no  opening 
statement,  and  I'd  like  to  continue  to  go  forward  with  the  testi- 
mony. 

I  did  want  to  just  build  on  two  points  that  the  two  of  you  made. 
One,  Madam  Chair,  it  is  just  crystal  clear  to  me  that  whatever  uni- 
versal health  care  coverage  or  national  health  insurance  legislation 
we  pass,  that  the  package  of  benefits  must  be  very  heavily  tilted 
toward  preventive  health  care,  with  really  creative  ways  of  deliver- 
ing care  out  in  the  communities  where  people  live.  I  think  that  is 
crystal  clear. 
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The  mere  fact  that  the  benefits  are  there  doesn't  necessarily 
mean  that  you  get  them  out  to  people,  and  I  think  that's  one  of  the 
things  we  have  learned. 

The  only  other  thing  I  wanted  to  mention  was  that  Minnesota 
was  one  of  the  eight  original  States  to  receive  a  grant,  and  Dr.  Jon- 
athan Slader  and  Jane  Kornin  have  been  very  involved  with  that. 
And  from  all  reports  I  have  received,  it  has  been  a  very  creative 
program  that  has  reached  some  16,000  to  17,000  people. 

We  live  in  a  grassroots  political  culture,  and  Senator  Mikulski 
and  I  met  years  ago— she  doesn't  actually  remember  this,  but  I  in- 
vited her  to  Northfield,  where  I  lived  and  taught  at  a  college.  Her 
background  was  community  organizing,  and  I  was  organizing  in 
rural  areas,  so  I  think  we  both  have  a  commitment  to  making  pro- 
grams work  out  on  the  streets,  whether  they  be  streets  in  the  city 
or  streets  in  small-town,  rural  America.  So  those  were  some  of  the 
original  demonstration  models,  and  I  think  Minnesota-if  I  could  be 
a  Minnesota  chauvinist  for  a  moment — is  a  really  good  example  of 
making  it  work. 

Senator  Mikulski.  We'll  call  it  a  "booster." 

Senator  Wellstone.  You  can  call  it  "booster."  I  think  that's  bet- 
ter. 

In  any  case,  thank  you. 

Senator  Mikulski.  Dr.  Wyatt,  there  are  many  questions  that  we 
could  ask  you,  but  I  think  we  have  covered  this  ground  today,  and 
we  are  anxious  to  move  to  reauthorization.  Again,  we  would  like 
to  thank  CDC  and  its  professional  staff  for  both  implementing  the 
program,  and  for  also  follow-through  on  what  we  had  intended, 
which  was  outreach  to  organizations  to  begin  to  educate  women 
themselves. 

Would  you  please  thank  the  people  at  CDC  in  my  behalf  and  our 
colleagues,  for  really  following  through  on  the  legislative  intent? 

Dr.  Wyatt.  I  certainly  will.  Thank  you,  Senator. 

Senator  Mikulski.  And  maybe  that's  why  we  aren't  getting  a  lot 
of  press.  If  you  had  really  goofed  up  and  so  on,  and  we  were  going 
to  go  through  some  type  of  midsummer  hazing,  that  gets  a  lot  more 
media. 

Dr.  Wyatt.  This  is  much  nicer. 

Senator  Mikulski.  Thank  you  very  much. 

Now  we  would  like  to  turn  to  a  panel  of  witnesses  who  will  give 
us  the  perspective  of  the  community  groups  and  individuals  who 
worked  with  the  CDC  in  the  outreach  that  is  critical  to  the  oper- 
ation of  the  program. 

I  would  like  to  call  forward  Ms.  Lillian  Brown,  of  Baltimore,  MD, 
a  citizen  who  participated  in  the  program;  Alexine  Jackson,  the 
vice  president  of  the  YWCA;  and  Vicky  Rakowski,  the  vice  presi- 
dent for  cancer  control  of  the  American  Cancer  Society  in  Michigan. 

We  believe  that  one  of  the  best  parts  of  any  hearing  is  where  the 
people  who  are  most  affected  have  something  to  say.  And  we  know 
that  very  often,  programs  that  have  been  passed  have  been  trickled 
down  and  that  by  the  time  they  get  out  into  the  community,  the 
community  doesn't  know  about  it,  and  there  is  no  way  to  get  the 
community  there. 
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We  would  like  to  hear  about  your  experiences,  and  we  would  first 
like  to  turn  to  Ms.  Lillian  Brown,  who  has  been  very  key  in  this 
effort. 

Ms.  Brown,  I  met  you  at  the  YWCA  in  Baltimore,  and  you  spoke 
^-J?®  S00eloqu<;ntly  about  how  vou  got  into  this  and  why  you  stuck 
with  it.  bo,  could  you  share  with  us  your  experience? 

STATEMENTS  OF  LILLIAN  MAE  BROWN,  BALTIMORE,  MD: 
ALEXINE  JACKSON,  VICE  PRESIDENT,  YWCA  OF  THE  USA 
WASHINGTON,  DC,  AND  VICKY  RAKOWSKI,  VICE  PRESIDENT 
FOR  CANCER  CONTROL,  AMERICAN  CANCER  SOCIETY, 
MICHIGAN  DIVISION,  LANSING,  MI 

Ms.  Brown.  Thank  you,  Senator  Mikulski,  for  inviting  me  here 
today. 

My  name  is  Lillian  Brown,  and  I  am  very  honored  to  be  here.  It 
is  an  honor  as  well  as  a  privilege  that  God  has  allowed  me  this  op- 
portunity to  be  here  today  to  tell  you  a  little  bit  about  how  I 
learned  about  the  importance  of  mammogram. 

I  live  in  East  Baltimore,  at  1500  North  Caroline  Street.  I  have 
three  adopted  daughters;  I  have  three  biological  children;  I  have 
raised  61  foster  children  for  the  State.  In  my  home  now,  I  have 
three  adopted  children— a  15-year-old,  a  10-year-old,  and  an  8-year- 
old.  All  the  children  I  have  had  down  through  the  years  have  been 
kids  with  special  needs.  So  you  see  I  have  lived  a  full  and  happy 
live,  and  I  have  been  pretty  healthy. 

Now,  last  October,  at  the  age  of  59,  I  had  never  had  a  mammo- 
gram. I  was  at  my  doctor's  office,  and  she  always  pushed  me  to  get 
a  mammogram.  I  said,  "I  can't  get  one,"  and  she  asked,  "Why?'  I 
said,  "I  don't  have  any  money."  I  have  been  a  widow  for  5  years, 
too  young  for  Social  Security  and  too  old  to  get  a  decent  job.  And 
my  insurance  is  just  for  if  I  am  hospitalized,  and  it  doesn't  cover 
mammogram. 

So  she  said,  "Let  me  see  what  I  can  do."  A  few  days  later,  I  got 
a  phone  call  from  a  lady  at  the  YWCA  by  the  name  of  Ms.  Linda 
Behsudi.  I  had  heard  so  much  about  these  mammogram,  and  I  was 
really  afraid.  She  talked  to  me  a  little  bit,  and  I  said,  "Well,  I've 
got  to  go  on  a  trip,  but  put  me  down  anyway,  and  pick  me  up  Mon- 
day morning.  But  I  am  really  afraid." 

She  said,  "Well,  I  can't  tell  you  what  to  do,  but  it  is  best  to  get 

lv* 

And  I  am  so  glad  today  that  I  met  the  lady  from  the  YWCA. 

Senator  Mikulski.  Where  is  the  lady  from  the  Y? 

Ms.  Brown.  Ms.  Linda  Behsudi  is  responsible  for  me  being  here 
today;  she  also  brought  me  here  today. 

Senator  Mikulski.  Please  stand  up.  There  she  is. 

Ms.  Brown.  And  I  had  never  really  thought  about  breast  cancer 
affecting  me.  You  pray,  vou  believe,  and  you  trust  in  God  you  will 
always  Be  healthy,  but  that's  not  true;  we  all  have  trials  and  tribu- 
lations, we  all  get  sick.  And  that  is  why  God  has  the  doctors  here 
to  find  out  what  is  wrong  with  us. 

So  I  went  and  got  the  mammogram,  shaking,  along  with  12  other 
women.  We  went  to  John  Hopkins  to  the  oncology  clinic.  I  was 
shaking,  so  afraid,  my  heart  in  my  throat.  But  Dy  having  Ms. 
Behsudi  and  the  other  12  women  to  walk  through  this  process  with 
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me,  it  wasn't  anything.  I  got  the  mammogram,  and  everything  I 
heard  was  false.  It  didn't  even  hurt  at  all. 

So  I  got  the  mammogram,  and  now,  each  time — once  you  go  to 
the  hospital  and  get  set  up,  when  it  comes  time  for  your  next  mam- 
mogram, they  will  notify  you. 

I  did  not  know  at  the  time  where  to  go  to  find  out  about  the 
mammogram,  until  I  met  Miss  Linda,  the  lady  from  the  YWCA. 
They  made  all  the  arrangements.  She  spent  time  with  me  on  the 
telephone.  They  came  and  picked  me  up  with  transportation.  And 
over  there,  I  learned  a  lot.  We  were  taught  how  to  do  breast  exam- 
ination, and  we  learned  all  about  mammogram  from  the  teachers, 
and  we  learned  how  to  go  and  get  it  taken  care  of  early.  We 
watched  videos  on  mammogram.  It  was  just  a  very  rewarding  situ- 
ation. 

I  am  glad  I  sacrificed,  like  you  said;  I  am  glad  I  did.  If  I  had  to 
do  it  over  again,  I  would  have  sacrificed  five  times  in  order  to  help 
somebody  in  the  process.  By  helping  somebody  else,  I  am  also  help- 
ing myself.  And  in  order  to  help  save  somebody  else's  life,  you  just 
might  save  your  own. 

If  anybody  would  ask  me  now,  I  would  give  them  the  information 
that  I  nave,  and  then  I  would  tell  them  to  call  the  Y  and  speak 
to  Miss  Linda,  and  she  would  tell  you  all  that  I  haven't  told  you 
about  how  to  do  it. 

I  know  that  the  Y  has  always  helped  women  and  children  in 
other  ways,  like  jobs  and  housing,  and  how  to  maintain  your 
health.  I  am  very  grateful  for  this  experience,  and  I  will  continue 
to  work  with  the  YWCA  to  help  other  women  to  be  able  to  get  the 
same  help  that  I  got. 

Senator,  I  want  to  thank  God  for  you,  too.  You  know,  I  watch  you 
a  lot  when  you  don't  know  I'm  watching  you,  on  TV.  You  get  the 
job  done,  and  I  thank  God  for  that.  I  know  God  takes  care,  Dut  he 
works  through  people,  and  I  am  grateful  for  that.  And  I  am  so 
grateful  to  the  YWCA,  I'll  probably  just  ask  them  to  help  me  find 
a  job,  because  I  won't  be  60  until  November,  and  I  need  some 
money  today.  So  I  might  now  just  ask  them  to  help  me  find  a  job. 

[The  prepared  statement  of  Ms.  Brown  follows:] 

Prepared  Statement  of  Lillian  Brown 

My  name  is  Lillian  Brown.  I  am  very  honored  to  be  her4e  to  day  to  tell  you  about 
how  I  learned  about  the  importance  of  mammograms.  Thank  you  Senator  Mikulski 
and  Senator  Kennedy  for  making  it  possible  for  me  to  tell  my  story — I  think  it  is 
the  story  that  many  other  women  should  have  too. 

I  live  on  North  Caroline  Street  in  Baltimore,  MD.  I  have  three  foster  children. 
My  life  is  full  and  happy,  and  I  have  my  health.  However,  until  last  October,  at 
age  59,  I  had  never  had  a  mammogram.  I  had  never  really  thought  that  breast  can- 
cer might  affect  me,  or  that  I  should  be  getting  regular  mammograms  and  breast 
examinations  from  my  doctor. 

Sure,  I  saw  some  television  ads  that  talked  about  breast  cancer,  but  I  did  not 
know  exactly  what  I  should  do,  how  expensive  they  were,  or  where  to  go,  and  I  felt 
bad  about  that. 

All  that  changed  last  fall  when  the  YWCA  in  Baltimore  came  to  my  neighbor- 
hood— to  our  churches  and  clinics — and  invited  me  and  other  women  to  participate 
in  a  very  special  program.  The  YWCA  reached  out  to  me,  and  made  all  the  arrange- 
ments. They  spent  time  with  me  on  the  telephone  and  reassured  me,  because  I  was 
really  afraid.  The  YWCA  gave  me  transportation  to  Johns  Hopkins  Hospital  where 
my  group  of  12  women  had  a  wonderful  class  taught  by  a  nurse. 

We  learned  breast  self  exam  and  regular  check  ups.  We  learned  all  about  mam- 
mograms from  our  teacher.  We  learned  about  how  important  early  detection  can  be. 
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We  watched  interesting  videos,  and  did  role  play  where  we  learned  how  to  talk  to 
other  women  about  getting  a  mammogram.  We  really  had  fan  and  were driven  a  de£ 
cious  lunch.  We  learned  not  to  be  afraid.  And  then  we  got  our  inamiSrSnl 

The  community  volunteers  helped  us  in  every  way:  To  ffi^fforST*  with 
ZS  ^"vwta*^  ^  **<* J*  talk  with  us  on  the  drive  to  anTfrem  ffe  ho£ 
pital.  The  YWCA  women  explained  that  if  there  was  a  problem  with  Xe^Wmo 

ST  ^T1"  £*  threre  to  heiP  U8-  And  they  **  helpPsome  women  in  oS^SSTp 
who  needed  to  go  back  for  more  tests.  B™"P 

I  won't  forget  this  very  special  day.  And  I  wont  forget  what  I  learned  And  I  will 
get  regular  mammogram^now  that  I  understand  what  to  do  and  whSre  to  go 
«J  ESh£  i°  *f  ™aCAJ°  ^lp  ^em  teach  new  groups  of  women.?  talk  to 

SmTfewf  ??  fiwndtal?mt  *etting  mammogram!.  I  tell  them  that  mammo? 
FJ",™1  hurt:  They  wont  give  you  cancer.  And  they  might  just  save  vour  life 

I  tell  them  to  just  call  the  YWCA.  It  is  a  safe  place  to  go  for  help  I  tS  the 
YWCA  knows  how  to  take  care  of  women.  They  know  that  sometimes  it  is  ^com- 
plicated to  figure  out  how  to  get  what  you  need.  And  they  help  you  do  it. 

I  know  that  the  YWCA  has  always  helped  women  and  children  in  other  ways  like 
job  training  and  housing  So  maybe  it  is  no  surprise  that  they  are  now  helping  us 
to  get  mammograms  And  to  learn  what  we  need  to  know  to  take  care  of  ourselves 

1  am  very  grateful  for  this  experience  and  I  will  continue  to  work  with  my  YWCA 
to  help  other  women  get  this  help,  to  get  the  message,  and  to  get  regular  mammo- 

Senator  Mikulski.  Well,  thank  you  very  much,  Ms.  Brown,  for 
that  eloquent  testimony.  Now  that  you  have  done  this  wonderful 
commercial  for  both  the  dear  Lord  and  the  YWCA,  we'll  talk  to  the 
Lord  later  on  today,  but  let's  talk  to  the  YWCA  now. 

Thank  you  very  much,  Ms.  Brown. 

Ms.  Jackson,  you  are  the  vice  president  of  the  YWCA  of  the  USA, 
based  here  in  Washington.  And  of  course,  one  of  the  hopes  of  the 
program  was  to  be  able  to  reach  out  to  all  groups  of  women,  with 
particular  focus  on  women  of  color,  who  are  often  left  out  and  left 
behind. 

Would  you  share  with  us  your  experiences  with  this  program  and 
your  suggestions  for  it? 

Ms.  Jackson.  Thank  you  very  much,  Senator  Mikulski. 

Just  one  correction.  We  are  not  based  in  Washington,  DC,  but 
our  offices  are  in  New  York.  I  happen  to  live,  actually,  in  Mary- 
land, so  you  are  my  Senator. 

And  also  to  Senator  Well  stone,  thank  you  very  much  for  inviting 
us  here  today. 

My  name  is  Alexine  Clement  Jackson,  and  as  you  said,  I  am  first 
vice  president  of  the  YWCA.  I  think  we  have  to  learn  to  say  it  like 
you  do— the  Y-W-C-A  of  the  U.S.A. 

I  am  most  honored  to  be  here  today  to  provide  the  committee 
with  testimony  about  the  YWCA's  promising  collaboration  in  the 
National  Breast  and  Cervical  Cancer  Early  Detection  Program, 
Title  XV,  administered  by  the  Federal  Centers  for  Disease  Control 
and  Prevention,  a  collaboration  that  we  believe  holds  tremendous 
promise  for  meeting  the  challenges  in  health  care  we  now  face  in 
the  United  States. 

Indeed,  the  subject  of  health  care  is  now  in  the  center  of  our  Na- 
tion's mind's  eye.  The  search  for  solutions  is  underway  to  the  tough 
questions  that  begin  with  technical  issues  of  cost  and  efficacy  and 
extend  to  practical  and  ethical  matters  of  equality  of  access  and 
quality  of  life.  Therefore,  it  is  especially  important  to  describe  what 
may  be  a  small  but  tremendously  instructive  example  of  what  is 
possible  for  the  common  good  as  our  Nation  moves  along  the  road 
to  health  care  reform. 
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Executed  in  March  of  this  year,  the  YWCA-CDC  collaborative 
agreement  provides  for  a  unique  partnership  between  the  Federal 
Centers  for  Disease  Control  and  Prevention  and  the  oldest  and 
largest  women's  membership  movement  in  the  United  States  and 
the  world,  the  YWCA.  The  Title  XV  program  goals  and  the  YWCA 
mission  are  a  perfect  mirror  image. 

For  135  years,  the  YWCA  has  been  committed  to  the 
empowerment  of  women  and  the  elimination  of  racism.  Each  and 
every  program  effort  of  our  membership  movement  is  conceived 
and  implemented  through  the  prism  of  our  mission. 

The  Title  XV  program  is  designed  to  bring  education  and  services 
to  medically  underserved  women,  empowering  those  who  have  had 
limited  or  no  access  to  the  health  care  system  to  obtain  critical  can- 
cer screening  services  and,  in  the  process,  to  obtain  knowledge 
about  their  own  health  care  that  will  enable  them  to  live  healthier, 
more  fulfilling  lives. 

The  components  of  our  collaborative  agreement  are  designed, 
first,  to  reflect  the  reality  that  removal  of  the  cost  barrier  alone 
will  not  be  enough  to  reduce  mortality  from  breast  cancer,  and  then 
to  provide  the  human  resources  and  organizational  expertise  to 
State-sponsored  screening  programs  that  will  open  doors  to  quality 
health  care  for  women  of  all  socioeconomic  groups. 

As  partners  with  CDC  in  education  and  early  detection,  the  na- 
tional board  of  the  YWCA  of  the  U.S.A.  and  its  member  associa- 
tions will  do  the  following:  participate  in  national  and  local  efforts 
to  ioin  our  resources,  personnel,  and  health  promotion  expertise 
witn  those  of  the  CDC-funded  State  programs;  provide  outreach, 
recruitment  and  ancillary  service  that  remove  barriers  to  access 
health  education  and  medical  services  to  include  transportation, 
day  care,  breast  health  seminars,  and  peer  support;  provide  critical 
follow-up  support  for  program  participants  who  are  diagnosed  with 
breast  cancer;  and  finally,  collaborate  in  the  development  and  eval- 
uation of  materials  and  collaborate  in  behavioral  and  intervention 
research. 

In  short,  our  400  member  associations  will  function  as  a  much 
needed  network  of  "navigators"  at  every  level  of  the  educational 
and  service  delivery  process. 

Our  national  board  and  staff  will  commit  the  full  force  of  our  re- 
sources to  supporting  the  efforts  of  our  member  associations  and  by 
providing  training,  supervision  and  quality  assurance  of  local  pro- 
grams. 

The  YWCA  of  the  U.S.A.  will  implement  our  partnership  with 
CDC  through  the  expansion  of  our  "ENCORE"  program,  an  18- 
year-old  program  of  support,  counseling  and  exercise  for  women 
with  breast  cancer.  Our  new  program,  which  is  renamed  "EN- 
CORE-Plus,"  will  include  outreach,  public  education  and  referral  to 
screening  services,  as  well  as  the  treatment  and  posttreatment  sup- 
port program  components  that  have  been  in  place  for  many  years. 

Our  ENCORE-Plus  program  provides  a  strong  philosophical  and 
programmatic  framework  for  YWCA  expansion  into  early  detection. 

The  institutional  relationships,  experience  and  skills  gained  in 
building  the  ENCORE-Plus  program  and  our  partnership  with 
CDC  over  the  course  of  the  next  several  years  will  create  a  strong 
infrastructure  through  which  other  women's  health  programs  can 
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and  will  be  delivered.  In  doing  so,  it  will  create  a  viable  model  and 

elV  ?PP°r^in.rie?Tf0^u0lJab0.rati0n  ^  CDC  and  other  branches 
of  the  U.S.  Public  Health  Service. 

*  °VJ  gollaborative  agreement  with  CDC  originally  was  targeted 
for  13  States,  yet  the  interest  on  the  part  of  State  health  depart- 
ments and  our  member  associations  has  been  so  enthusiastic  that 
we  now  have  collaborative  activity  in  23  States 

^  S(5?^nAe  who  grew  HP  in  the  YWCA  and  nas  been  a  volunteer 
in  the  YWCA  movement  for  most  of  my  life,  I  know  how  much  we 
have  to  contribute  to  women's  health  in  this  country  But  I  have 
also  seen  the  needs  of  women  and  the  problem  of  breast  cancer 
from  the  other  side,  as  a  woman  who  was  diagnosed  and  treated 
for  breast  cancer  7  years  ago. 

My  love  and  belief  in  the  power  of  the  YWCA  mission  and  capa- 
bilities is  reaffirmed  constantly  and  in  many  different  ways  yet  no 
more  dramatically  as  I  see  us  dedicate  our  vision  and  our  resources 
to  reducing  mortality  from  breast  and  cervical  cancer. 

In  sum,  the  YWCA-CDC  partnership  provides  a  ciear  answer  to 
an  important  question:  What  is  the  YWCA  really  about?  Simply 
put,  it  is  whatever  the  girl  or  the  woman  needs  next.  The  YWCA 
is  here  to  meet  today's  challenge  of  breast  and  cervical  cancer,  and 
we  will  be  there  in  the  future  to  meet  other  challenges,  continuing 
our  legacy  of  commitment  and  actualizing  our  belief  that  physical 
weJJ; -being  is  essential  to  the  empowerment  of  the  whole  person. 

Thank  you  very  much. 

[The  prepared  statement  of  Ms.  Jackson  follows:] 

Prepared  Statement  of  Alexine  Jackson 

Thank  you,  Senator  Mikulaki,  Senator  Kennedy  and  members  of  the  Committee 
on  Labor  and  Human  Resources  for  inviting  me  to  testify  today. 

My  name  is  Alexine  Clement  Jackson.  I  am  the  First  Vice-President  of  the  Na- 
tional Board  of  the  YWCA  of  the  U.SA. 

I  am  most  honored  to  be  here  today  to  provide  the  committee  with  testimony 
about  the  YWCA  s  promising  collaboration  in  the  National  Breast  and  Cervical  Can- 
cer Early  Detection  Program  (Title  XV)  administered  by  the  Federal  Centers  for  Dis- 
ease Prevention  Control,  one  that  we  believe  holds  tremendous  promise  for  meeting 
the  challenges  in  health  care  we  now  face  in  the  United  States. 

Indeed,  the  subject  of  health  care  is  now  in  the  center  of  our  Nation's  mind's  eye. 

The  search  for  solutions  to  the  tough  questions  that  begin  with  technical  issues 
of  cost  and  efficacy,  and  extend  to  practical  and  ethical  matters  of  equality  of  access 
and  quality  of  life  is  underway. 

Therefore,  it  is  especially  important  to  describe  what  may  be  a  small  but  tremen- 
dously instructive  example  of  what  is  Dossible,  for  the  common  good,  as  our  nation 
moves  along  the  road  to  nealth  care  reform. 

Executed  in  March  of  this  year,  the  YWCA-CDC  Collaborative  Agreement  pro- 
vides for  a  unique  partnership  between  the  Federal  Centers  for  Disease  Prevention 
and  Control  and  the  oldest  and  largest  women's  membership  movement  in  the  Unit- 
ed States  and  the  world,  the  YWCA. 

The  Title  XV  program  goals  and  the  YWCA  mission  are  a  perfect  mirror  image: 
For  135  years,  the  YWA  has  been  committed  to 
— the  empowerment  of  women,  and 
— the  elimination  of  racism. 

Each  and  every  program  effort  of  our  membership  movement  is  conceived  and  im- 
plemented through  the  prism  of  our  mission. 

The  Title  XV  program  is  designed  to  bring  education  and  services  to  medically  un- 
derserved  women,  empowering  those  who  have  had  limited  or  no  access  to  the 
health  care  system  to  obtain  critical  cancer  screening  services  and,  in  the  process, 
to  obtain  knowledge  about  their  own  health  care  that  will  enable  them  to  live 
healthier,  more  fulfilling  lives. 

The  components  of  our  Collaborative  Agreement  are  designed: 
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—to  reflect  the  reality  that  removal  of  the  cost  barrier  alone  will  not  be  enough 
to  reduce  mortality  from  breast  cancer  and  . 

—to  provide  the  human  resources  and  organizational  expertise  to  State-spon- 
sored screening  programs  that  will  open  doors  to  quality  health  care  for  women 
of  all  socio-economic  groups  .  .  , 

As  partners  in  education  and  early  detection  with  CDC,  the  National  Board  of  the 
RCA  of  the  USA.  and  its  member  associations  will: 

—participate  in  national  and  local  efforts  to  Join  our  resources,  personnel  and 
health  promotion  expertise  with  those  of  the  CDC -funded  State  programs 
—provide  outreach,  recruitment  and  ancillary  services  that  remove  barriers  to 
access  health  education  and  medical  services,  including  transportation,  day 
care,  breast  health  seminars  and  peer  support  . 

—provide  critical  follow-up  support  for  program  participants  who  are  diagnosed 
with  breast  cancer  .  .  .         ...  ,     . 

—collaborate  in  the  development  and  evaluation  of  materials  and  the  conduct 
of  behavioral  and  interventions  research.  r.    . 

In  short  our  400  member  associations  will  function  as  a  much-needed  network 
of  "navigators"  at  every  level  of  the  educational  and  service  delivery  process. 

Our  National  Board  and  staff  will  commit  the  full  force  of  our  resources  to  sup- 
porting the  efforts  of  our  member  associations  and  by  providing  training,  super- 
vision and  quality  assurance  of  local  programs. 

The  YWCA  of  the  U.S.A.  will  implement  our  partnership  with  CDC  through  the 
expansion  of  the  our  ENCORE  program— an  18  year-old  support,  counseling  and  ex- 
ercise program  for  women  with  breast  cancer.  .„."',.  i_        w 

Our  new  program,  which  is  named  ENCORE  plus,  will  include  outreach,  public 
education  and  referral  to  screening  services,  as  well  as  the  treatment  and  post-treat- 
ment support  program  components  that  have  been  in  place  for  many  years. 

Our  ENCORE  program  provides  a  strong  philosophical  and  programmatic  frame- 
work for  RCA  expansion  into  early  detection.  . 

The  institutional  relationships,  experience  and  skills  gamed  in  building  the  IN- 
CORE  plus  program  and  our  partnership  with  CDC  over  the  course  of  the  next  sev- 
eral years  will  create  a  strong  infrastructure  through  which  other  women  s  health 
programs  can  and  will  be  delivered.  In  doing  so,  it  will  create  a  viable  model  and 
other  opportunities  for  collaboration  with  CDC  and  other  branches  of  the  U±>.  Fub- 

1COur  Collaborative  Agreement  with  CDC  originally  targeted  13  States,  yet  the  in- 
terest on  the  part  of  State  health  departments  and  our  member  Associations  has 
been  so  enthusiastic  that  we  now  have  collaborative  activity  in  23  btates. 

As  someone  who  grew  up  in  the  YWCA  and  who  has  been  a  volunteer  in  the 
YWCA  movement  all  my  life,  I  know  how  much  we  have  to  contribute  to  women  s 
health  in  this  country,  but  I  have  also  seen  the  needs  of  women  and  the  problem 
of  breast  cancer  from  the  other  side,  as  a  woman  who  was  diagnosed  and  treated 

^lot^Tbe^Mn^he  power  of  the  YWCA  mission  and  capabilities  is 
reaffirmed  constantly  and  in  many  different  ways,  yet  no  more  dramatically  as  I  see 
us  dedicate  our  vision  and  our  resources  to  reducing  mortality  from  breast  and  cer- 

vicflJ  c  sneer  • 

In  sum,  the  YWCA-CDC  Partnership  provides  a  clear  answer  to  an  important 

question:  "What  is  the  RCA  really  all  about?" 
Simply  put,  it  is  whatever  the  girl,  or  the  woman,  needs  next. 
The  YWCA  is  here  to  meet  today's  challenge  of  breast  and  cervical  cancer. 
We  will  be  there  in  the  future  to  meet  others   continuing  our  legacy  of  commit- 
ment and  actualizing  our  belief  that  physical  well-being  is  essential  to  the  wellness 
and  empowerment  of  the  whole  person. 

COLLABORATIVE  AGREEMENT 

Purpose-In  March  1993,  CDC  entered  into  a  collaborative  agreement  with  the 
YWCAof  the  USA,  to  work  together  on  national  and  State-based  activities  for  the 
early  detection  of  breast  and  cervical  cancers.  linking  women  to  available  screening 
services  and  providing  appropriate  health  education  activities  is  critical  to  the  suc- 
cess of  the  CDC  National  Breast  and  Cervical  Cancer  Early  Detection  Program. 

Plans— The  YWCA  of  the  U.SA.  strives  to  create  opportunities  for  women  s 
growth,  leadership  and  power  in  order  to  attain  a  common  vision:  peace,  freedom 
anTdignity  foVafi  people^  Women's  health  is  fundamental  to  the  creation  of  these 
opportunities  and  the  pursuit  of  the  YWCA  vision.  «iirr.A      •«  -_5+;«,+« 

X  partners  in  prevention  and  education  the  CDC land I  the ^YWCA  will  mUate 
pilot  activities  in  13  of  the  30  States  currently  funded  by  CDC:  Arkansas,  California, 
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&c2££&J2**S2&.  Mim'e80"' New  YoA' 0hi0-  *-*»—«. 

YWCA  Associations  will  participate  in  national  and  local  efforts  to  familial™, 

SSSmuu?1  *F  Care'  """•Bug,  education,  and  peer  supported NFSE35 
JSS  fo.1)1ow-uP  for  women  diagnosed  with  breast  cancer!  P 

YWCA  r^f^Ur8g-  SJSf  to  deV?lop  nnkages  and  active  collaborations  with  local 
YWCA  Associations  in  the  areas  of  service  delivery  and  health  education  YWCA 
representation  on  State  breast  and  cervical  cancer  Control  coalitions taSS'  eIcou£ 

nlSS^Hr31  pTOVi(le  *?*mkal  assistance  to  the  YWCA  in  the  development  and  eval- 
uation of  new  materials  and  the  conduct  of  behavioral  and  interventions  research 
to^i^T"6"1  m?deiof  ^terested  organizations  coUectta^riSJg toother 
to  provide  vital  services  to  the  women  in  their  community.  g  "Jgemer 

rasroKY 
The  Young  Women's  Christian  Association  (YWCA  of  the  US  A )  beean  its  work 

t,o^t^r.^?r&aizatJd26wSs  $? YoA- OT  ioo°3-  °*~  - 

^L^0^  of  the  U,-SA;  is  a  member  of  the  World  YWCA  which  is  at  work  in 
over  90  countries  from  headquarters  in  Geneva,  Switzerland 

THE  MISSION 

The  Young  Women's  Christian  Association  of  the  United  States  of  America  is  a 
women's  membership  movement  nourished  by  its  roots  in  the  Christian^ faith  and 
sustained  by  the  richness  of  many  beliefs  and  values.  Stre^gthenedTdTveSky  the 
2EwS ?  l°eaderAhfnt0g1her  memb€,L Wh°  8trive  to  ™te  opportunities for  women's 

8^iS^1S?JinSpS order  to  attain  a  common  vi8ion:  Peace' jU8tice' 

wS^SSS  i2#S$  n^eat^ssSy^  ^"^  *"  ^^  °f  «*- 


ORGANIZATIONAL  STRUCTURE 


tio™?  R^SVn^-f  nfA-  0pe-ra?u  at  three  leveU:J  1}  throu8h  the  work  of  the  Na- 
tional Board  and  staff  to  sustain  the  movement  and  build  a  strong  nationwide  net- 

zZtZLZ^^^r*'  ?i  thTUeh  the  Woric  of  400  autonomous  Snmfunfty 
fiLlf  t  YWpAs  which  provide  direct  services  to  over  2  million  girls,  women  and 
their  famihes  at  over  4  000  sites  in  all  50  States;  3)  through  the  YWCA  of  the 
UiSA.'s  membership  in  the  World  YWCA.  *     v>^  oi  tne 

l„3?CA  facilities  range  from  skyscrapers  and  community  centers  to  neighborhood 
houses,  campus  centers,  storefronts  and  mobile  vans.  Constantly  in  touch,  28  re- 
ponal  and  State  councils  have  been  formed  to  network  and  keep  YWCA  leaders  up- 

fESl6  ^  re9^^A,centere  ,and,.unk!  ^tween  members,  Associations  and  the  na- 
tional office.  YWCA's  are  also  linked  to  through  YWNET,  the  YWCA's  own  elec- 
tronic network  service  for  exchanging  news,  information,  research  findings,  public 
policy  alerts  and  much  more. 


PROGRAMS 


The  YWCA  of  the  USA.  National  Board  and  staff  advance  the  Mission  through 
Advocacy  and  Research,  Development  and  Public  Relations,  and  Member  Associa- 
tion Services  designed  to  strengthen  and  unite  all  YWCA's  in  a  cohesive,  mission- 

fi6!1^?  jemeint*  Thls  mcludes  the  delivery  of  ongoing  executive  leadership  training 
and  stall  development  at  national  and  regional  training  forums;  fiscal  oversight  and 
standards/accreditation  enforcement;  networking  and  communications;  public  policy 
liaison  and  financial  development  services. 

Hie  YWCA  of  the  USA.  also  serves  as  a  conduit  through  which  national  pro- 
grams are strategically  developed,  refined  and  disseminated  across  the  country. 
Women  s  Health  Initiatives  include  ENCORE  breast  health  education  and  screening 
outreach  and  ENCORE  post-operative  exercise  and  peer  support  for  those  who  have 
had  breast  cancer  surgery.  YWCA  SPORTS  ADVOCACY  include  tennis,  gymnastics 
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field  hockey,  swimming,  basketball,  and  aquatics  management  training  for  under- 
served  inner-city  girls  and  young  women  across  the  country.  «,„„  *  e 
TOMORROW'S  WOMEN,  a  unique  national  partnership  between  the  YWCA  of 
the  USA.  and  Girls  Incorporated,  builds  leadership,  decision-making  skills  and  self- 
Steem  among  girls,  ages  6  to  18  years.  The  INSTITUTE  FOR  PUBLIC  LEADER- 
SHIP increases  the  vision,  voice  and  impact  of  women  politically  by  teaching  the 
how-tos  of  running  for  office,  managing  campaigns  and  issues  advocacy.  EDU- 
CATION FOR  GLOBAL  RESPONSIBILITY  enables  YWCA  staff  and  volunteers  to 
link  their  members'  experiences  in  promoting  social  change  at  the  grass-root  com- 
munity level  with  the  development  needs  of  women  and  girls  worldwide. 

SOCIAL  ACTION/PUBLIC  ISSUES 

The  YWCA  has  been  a  leader  in  social  change  throughout  its  history.  Although 
Associations  are  free  to  work  on  those  issues  of  greatest  concern  to  their  own  mem- 
bers, advocacy  for  civil  rights  legislation  and  women's  rights  is  an  integral  part  of 
all  social  action  and  advocacy  efforts.  .  . 

The  1991  YWCA  convention  selected  seven  issues  as  predominant  in  the  work  ol 
the  1991-94  cycle.  Stress  is  on  these  five  national  public  priorities:  Equity,  Economic 
Security,  Housing  and  Homelessness,  Child  Care  and  Family  Leave,  Health  and  Re- 
productive Choice.  The  two  central  YWCA  international  priorities  are  a  United 
States  foreign  policy  committed  to  Peace  and  Sustainable  Development  and  based 
on  support  of  Human  Rights  and  Accountability  to  the  People. 

FUNDING 

Member  YWCA's  are  funded  through  United  Way  allocations,  membership  dues, 
individual  contributions  and  program  fees.  The  YWCA  of  the  UJ3.A.,  National  Board 
is  funded  by  support  from  member  Associations,  contributions  from  individuals,  cor- 
porations and  foundations,  income  from  endowment  and  from  its  own  services. 

THE  YWCA  OF  THE  U.S.A. 

The  YWCA  of  the  USA.  is  the  oldest  and  largest  women's  membership  organiza- 
tion in  the  United  States.  For  136  years  the  organization  has  devoted  itself  to  devel- 
oping programs  that  further  its  mission:  the  empowerment  of  women  and  the  elimi- 
nation of  racism.  Through  educational,  sports,  health,  skill  development,  social  serv- 
ice and  leadership  training  programs  offered  by  its  400  member  Associations,  the 
YWCA  of  the  USA.  serves  millions  of  women  and  girls  of  diverse  backgrounds. 

The  YWCA  of  the  USA.  has  a  long-standing  commitment  to  women  with  breast 
cancer  and  the  unique  ability  to  bring  quality  breast  health  education,  screening 
and  support  services  to  thousands  of  women  in  need  of  such  services  throughout  the 
United  States  through  our  extensive  nationwide  network  of  member  Associations. 

THE  HISTORY  OF  ENCORE 

ENCORE  is  a  highly  respected,  national  program  for  women  who  have  undergone 
surgery  and  treatment  for  breast  cancer.  Under  the  direction  of  a  YWCA  certilied 
specialist,  ENCORE  offers  1)  individually  tailored  exercises  (pool  and  floor)  to  help 
women  recover  from  surgery  and  maintain  a  positive  self-image;  2)  information  and 
guidance  concerning  treatment  and  recovery  issues  from  community-based  medical 
specialists,  and  3)  informal  peer-support  groups.  ENCORE  is  ongoing,  so  women 
may  enter  it  directly  after  surgery  and  other  treatment  for  breast  cancer  and  return 
to  it,  over  a  period  of  many  years,  if  necessary. 

The  program  was  developed  in  1972,  pilot  tested  for  four  years,  and  adopted  as 
a  National  Board  program  in  1976.  Throughout  its  history,  ENCORE  has  empow- 
ered women  with  breast  cancer  to  manage  their  physical  and  emotional  health  and 
make  decisions  concerning  treatment  options.  YWCA's  offer  ENCORE  programs  in 
a  variety  of  geographic,  socioeconomic  and  ethnic  settings.  Each  site  has  developed 
local  support  networks,  adapting  ENCORE  to  fit  its  situations  and  the  needs  of  its 

ENCORE  creates  a  supportive,  caring,  non-judgmental  atmosphere  so  participants 
can  safely  share  their  concerns,  evaluate  information  about;  treatment  and  recovery, 
and  learn  ways  to  develop  and  maintain  their  own  strength,  health  and  psycho- 
logical well -being.  .,     Tt  •*  j 

ENCORE  is  currently  offered  at  150  local  YWCA  Associations  across  the  United 
States.  It  provides  trained  personnel  and  an  environment  where  breast  health  and 
screening  may  also  be  offered  to  asymptomatic  women  who  have  reached  the  age 
when  regular  clinical  breast  exam  and  mammography  screening  is  appropriate. 


27 


Until  scientific  research  yields  effective  modes  of  prevention  and  ultimately  a 
cure,  early  detection  is  key  to  reducing  mortality  from  breast  L?cervi'ca?canc^r 
These  diseases  are  serious  health  problems  for  the  women  0^8^^™    The 

THE  "PLUS"  IN  ENCORE  PLUS 

—The  1991-1992  Pilot  Effort 

aA  ^]y-  ting  a  woma.n  Puts  every  woman  at  risk  for  breast  and  cervical  cancer 

a^d  aonrS.SS^  Eff  "ft*  -182'0?0  women,wi"  be  diagnosed  withteStSSSr 
^1.  ?P  i?f  telyJ13'^00  ^  lnva81ve  cervical  cancer  in  1993.  Although  incidence 
rates  for  white  and  minority  women  are  similar,  mortality  rates  for  iSnoritv  Sd 

^0  Tl  ul  u  n  of  th,e  H^-  and  lts  member  Associations  are  responding 
£♦£?  ^C  .^thdiallenge  by  developing  ad  implementing  a  comprehend 3 
cation,  screening  and  support  program— ENCORE  plus.  mprenensive  eau 

-nmSS^r?  ^  5Wuye,a^'  many  member  YWCA  Associations  have  tested  various 
approaches  to  breast  health  and  mammography  screening  programs  for  age-eh^ble 

iKSTSftlS!1  TMUrld  W?men-  ^  Pd°to  targeted  wSmen  ove?  50  anl  were  dt 
ESS?  ?  u^6  k?0W-n  ba™ere  .to  access  (cost,  lack  of  awareness  of  neeo^  transpor- 
tation, lack  of  a  referring  physician)  and  to  enable  participants  to  understand  what 
they  need  to  do  to  protect  tneir  health.  The  YWCA  of  the  USA.  ha?  developed  a 

^ilE?™*  ^T^P  ?th,the  UA  P**1*  Health  Service,  SclSg^h 
meal  assistance  and  materials  development,  in  the  pilot  effort. 

in tt£  JffiE  mclude"  ENCORfTplus  program  that  were  tested  and  evaluated 

—Preliminary  medical  history  and  clinical  breast  exam 
— Transportation  to  and  from  program  site 

—A  combined  education  and  mammography  screening  experience  in  a  support- 
ive, informal,  peer  group  setting.  F*^ 
IT*  one-hour  seminar  that  incorporates  innovative  video  materials  and  instruc- 
tion in  breast  self-exam  taught  by  a  trained  health  professional,  followed  by  a 
screening  mammogram.  J 
— Lunch  and  day  care,  if  necessary. 
—Printed  educational  materials  to  take  home 

—Patient  follow-up  in  cooperation  with  service  providers  so  that  participants  re- 
ceive the  care  they  need. 

~~ P/?8™1?  eyaluation  and  changes  and  improvements  as  appropriate 

— Referral  to  ENCORE  or  other  support  pup  for  any  worn:  diagnosed  with 

—Annual  reminders  to  participants  with  instructions  as  to  available  low  or  no- 
cost  mammography  screening  services. 

Results  ofthe  1991-1992  pilot  effort  reflect  significant  increases  in  breast  health 
knowledge  The  positive,  supportive  approach  and  the  ancillary  services,  particularly 
transportation,  had  a  dramatic  effect  on  participant's  attitudes  about  their  partici- 
pation in  the  program  and  to  the  screening  experience  itself.  An  extremely  high  pro- 
portionof  the  women  expressed  their  intention  to  follow  regular  screening  guide- 
lines. The  pilots  provide  a  solid  base  of  experience  from  which  the  YWCA  of  the 

^*™~m™e  forward  to  promote  its  national  ENCORE  plus  program. 

Ihe  LNCORE  plus  program  is  intended  to  be  flexible  and  dynamic,  so  that  it  may 
be  adapted  and  intepted  into  other  local  breast  cancer  education,  screening  and 
treatment  programs  in  cooperation  with  State  health  departments  and  private  medi- 
cal providers.  Centralization  of  ENCORE  plus  program  development,  training  and 
administration  by  the  YWCA  national  staff  will  assure  the  quality  of  evaluation  ad 
future  program  implementation. 

—Future  Implementation:  A  Partnership  with  CDC 

The  YWCA  of  the  USA.  has  finalized  a  Collaborative  Agreement  with  the  Fed- 
eral Centersfor  Disease  Control  and  Prevention's  (CDC)  Breast  and  Cervical  Cancer 
bcreening  Program.  This  important  Federal  initiative  provides  the  framework  to 
bring  both  quality  screening  and  education  to  medically  underserved  women  in 
numbers  never  before  possible.  To  succeed,  it  will  require  the  support  of  physicians, 
other  medical  providers  and  community-based  organizations  who  know  how  to  meet 
the  needs  of  the  targeted  populations. 

^e  yy*^'B  unJque  and  historic  mission  of  service  to  women  and  our  infrastruc- 
ture of  facilities  and  experienced,  caring  professional  and  volunteer  resources  en- 


28 

ables  it  to  serve  as  a  strong  partner  with  which  the  CDC.  State  health  departments 
and  service  providers  may  collaborate  to  accomplish  the  long-term  goals  of  the  pro- 
gram. 
The  YWCA-CDC  partnership  will: 
— include  YWCA  representatives  in  coalitions  and  planning  efforts  sponsored  by 
CDC-funded  States; 

— target  12  States  during  the  first  year  (April  1993-April  1994)  that  have  either 
comprehensive  or  core  planning  funding  from  CDC:  Maryland,  New  York,  South 
Carolina,  Texas,  Minnesota,  Ohio,  Pennsylvania,  Maine,  Arkansas,  California, 
Massachusetts,  and  Washington; 

— foster  linkages  and  active  collaborative  relationships  between  State  health  de- 
partments and  YWCA  Associations  in  the  areas  of  service  delivery  and  health 
education; 

— sponsor  joint  education  and  training  sessions 
The  YWCA  of  the  U.S.A.  will  secure  private  support,  as  well  as  available  public 
funding,  for  this  implementation  of  the  ENCORE  plus  program  and  the  partnership 
with  CDC. 

Senator  Mikulski.  Thank  you  very  much,  Ms.  Jackson. 

Now,  well  turn  to  Ms.  Vicky  Rakowski,  representing  the  Amer- 
ican Cancer  society.  Ms.  Rakowski  is  a  registered  nurse — and,  Ms. 
Rakowski,  what  does  the  "ET"  stand  for? 

Ms.  Rakowski.  It  stands  for  "enterestimal  therapist."  I  have  a 
specialty  in  dealing  with  G.I.  and  oncology  patients. 

Senator  Mikulski.  I  see.  Please  go  ahead  with  your  testimony, 
which  we  eagerly  anticipate. 

Ms.  Rakowski.  Thank  you.  Good  morning,  and  thank  you  for  the 
opportunity  to  be  here  also. 

Senator  Mikulski.  And  by  the  way,  if  you  don't  want  to  read  at 
all,  you  can  summarize  it,  and  we'll  make  sure  the  entire  state- 
ment is  included  in  the  record. 

Ms.  Rakowski.  Thank  you. 

I  want  to  say  that  in  addition  to  my  written  statement,  I  have 
also  included  a  written  statement  from  our  South  Carolina  divi- 
sion. 

Senator  Mikulski,  the  American  Cancer  Society  has  been  a 
strong  supporter  of  this  program  right  from  its  inception.  In  fact, 
in  Michigan,  we  helped  write  for  the  grant  that  we  received  as  one 
of  the  first  eight  States.  This  program  is  an  outstanding  example 
of  a  significant  public-private  sector  partnership  that  meets  critical 
health  needs  for  women  across  the  Nation. 

Following  the  passage  of  Title  XV,  the  American  Cancer  Society 
and  the  CDC  signed  a  collaborative  agreement  to  ensure  that  the 
program  reached  its  potential  in  the  community.  The  American 
Cancer  Society  accepts  no  government  funding,  but  we  have  com- 
mitted resources  from  the  moneys  we  raise  privately  to  support  the 
Title  XV  program  in  Michigan  and  in  other  States. 

Under  the  agreement  with  the  CDC,  the  American  Cancer  Soci- 
ety will  work  with  the  agency  and  State  and  local  health  depart- 
ments in  developing  and  distributing  educational  materials,  con- 
ducting training  for  States  to  participate  in  the  program,  and  in 
forging  community-based  partnerships  to  reach  underserved 
women. 

In  Michigan  and  in  many  other  States,  we  have  been  very  suc- 
cessful because  of  these  strong  partnerships.  The  Federal  dollars 
act  as  seed  money  for  local  agencies  and  organizations  to  take  on 
the  responsibility  of  educating  and  recruiting  women  to  participate 
in  their  early  health  care  screening  and  provide  a  community-based 
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network  for  treating  women  who  are  diagnosed  through  the  pro- 
gram. 

The  American  Cancer  Society  provides  a  grassroots  presence  in 
every  Title  XV  community  in  our  State,  which  enables  us  to  edu- 
cate women  about  the  need  for  early  screening  and  get  information 
about  the  program  out  to  the  at-risk  populations.  And  currently, 
out  of  the  82  counties  in  our  State,  over  60  are  currently  involved 
very  strongly  in  the  program. 

In  Michigan,  since  July  1991,  the  American  Cancer  Society  has 
supported  this  program  with  over  $4.2  million  of  direct  and  in-kind 
donations. 

Senator  Mdculski.  Excuse  me.  In  addition  to  the  Federal  dollars, 
the  American  Cancer  Society  has  value-added  $4.2  million  in  direct 
and  in-kind? 

Ms.  Rakowski.  That's  correct. 

Senator  Mikulski.  I  wanted  to  be  sure  I  understood  that  and 
that  it  is  in  the  record. 

Ms.  Rakowski.  That  is  correct. 

Many  other  agencies  have  been  involved  with  us  as  partners  in 
this  as  well,  at  local  community-based.  One  of  the  important  com- 
ponents of  our  program  is  that  all  of  our  project  is  delivered 
through  local  public  health  departments  in  the  State  of  Michigan, 
and  in  order  for  them  to  have  this  contract  given  to  them,  tney 
have  to  be  partners  with  the  American  Cancer  Society,  and  within 
that  two-agency  initiative,  create  a  community-based  partnership 
of  a  local  coalition  to  develop  the  infrastructure  and  programs  that 
are  necessary  for  the  women. 

Over  8,000  women  have  been  screened  to  date  in  Michigan.  Of 
those.  55  percent  have  been  at  the  poverty  level,  and  over  60  per- 
cent nave  been  uninsured.  Out  of  those  women  who  have  been 
screened,  33  breast  cancers  have  been  found,  and  within  the  age 
categories  that  we  track,  interestingly  enough,  11  of  those  cancers 
were  found  in  situ,  meaning  at  its  very  earliest  stage.  Between  40 
and  49  vears  of  age,  there  were  seven  found.  Between  60  and  64 
years  of  age,  there  was  one,  and  over  65  years  of  age,  there  were 
three  breast  cancers  found  in  situ. 

Invasive  breast  cancers  found  were  20,  and  between  the  ages  of 
40  and  49,  there  were  eight  of  them;  from  50  to  64,  there  were 
eight  women  who  had  invasive,  and  over  65,  there  were  four. 

I  think  that  is  significant  in  looking  at  the  importance  of  continu- 
ing the  screening  from  the  age  of  40  and  above. 

We  have  found  12  cervical  cancers — six  at  the  earliest  stage  and 
six  at  an  invasive  stage.  Again,  it  has  proven  to  be  that  the  largest 
number  of  those  were  screened  in  the  40  to  49  year  age  bracket. 

This  program  also  provides  an  opportunity  for  education  of 
women  in  screening  behaviors.  Of  all  of  the  total  women  screened 
in  Michigan.  43  percent  were  under  the  age  of  50.  These  women 
now  know  tney  need  to  include  regular  screening  mammography 
and  Pap  tests  in  their  health  plan.  They  are  aware  of  the  risk  fac- 
tors for  breast  and  cervical  cancers  and  are  more  likely  to  continue 
to  seek  screening  services  in  the  future. 

The  American  Cancer  Society  strongly  supports  reauthorization 
of  this  program.  However,  there  are  some  policy  changes  which  we 
believe  would  greatly  benefit  the  program.  First,  prior  to  this  year, 
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States  were  permitted  to  count  donated  diagnostic  and  treatment 
dollars  as  part  of  the  State  match  as  required  under  the  program. 
However,  under  a  new  interpretation  by  the  Centers  for  Disease 
Control,  States  are  no  longer  permittee!  to  count  these  services. 
This  makes  the  application  process  for  new  States  or  States  wish- 
ing to  expand  their  programs  very  difficult.  I  would  urge  you  to 
consider  clarifying  the  statute  to  allow  contributions  of  diagnostic 
and  treatment  services  count. 

The  provision  prohibiting  State  health  departments  from  con- 
tracting with  private  sector  mammography  facilities  also  has  a  neg- 
ative impact  on  the  program's  success.  Not  only  does  this  limit 
women's  access,  but  it  causes  problems  with  private  facilities  and 
private  practice  physicians,  ob-gyns,  who  wish  to  participate  in  the 
program.  It  also  undermines  the  community  health  infrastructure. 

An  important  requirement  of  the  statute  has  been  the  strong 
commitment  to  ensure  the  quality  of  the  screening  procedures  pro- 
vided under  the  program.  After  the  Mammography  Quality  Stand- 
ards Act  of  1992,  or  MQSA,  goes  into  effect,  we  believe  that  quality 
standards  for  mammography  services  provided  under  Title  XV 
should  be  amended  to  be  consistent  with  MQSA,  thus  assuring 
high  quality  and  avoiding  duplicative,  unnecessary  regulation. 

Senator  Mikulski,  the  American  Cancer  Society  applauds  your 
continuing  efforts  to  achieve  high-quality  standards  for  all  cancer 
screening  programs. 

Finally,  we  are  concerned  about  the  construct  of  this  program 
which  impacts  on  our  ability  to  reduce  mortality  from  breast  and 
cervical  cancers.  Under  the  law,  Federal  funds  may  not  be  used  to 
pay  for  diagnostic  and  treatment  services  determined  by  the 
screening  process  to  be  needed  by  indigent,  uninsured  women.  In 
fact,  it  depends  on  the  good  will  of  the  private  sector  to  meet  these 
critical  service  needs. 

A  dependable  treatment  component  is  essential  to  the  long-term 
success  of  any  screening  program.  While  in  most  communities,  this 
need  is  met  voluntarily  by  tne  private  sector,  and  we  understand 
that  all  women  who  have  needed  services  so  far  have  been  referred 
for  appropriate  follow-up  care,  this  restriction  on  the  use  of  funds 
represents  a  significant  barrier  to  participation  for  some  commu- 
nities. We  have  certainly  felt  that  in  Michigan  in  many  of  our 
rural,  very  small  hospital  kind  of  counties.  This  is  a  tremendously 
important  program  with  a  proven  track  record  of  success  in  reach- 
ing women  who  are  at  risk  of  dying  of  breast  and  cervical  cancer. 
To  reach  women  nationwide,  we  recommend  as  the  American  Can- 
cer Society  that  you  provide  authorization  for  full  funding  in  fiscal 
year  1994  an  beyond,  at  a  minimum  level  of  $200  million — the 
amount  which  will  enable  CDC  to  implement  a  comprehensive  pro- 
gram in  every  State  and  to  enable  States  with  existing  programs 
to  make  services  available  statewide. 

Thank  you  very  much. 

[The  prepared  statement  of  Ms.  Rakowski  follows:] 

Prepared  Statement  of  Vicki  Rakowski 

Good  morning.  I  am  Vicki  Rakowski,  RN,  ET,  vice  president  for  cancer  control, 
American  Cancer  Society,  Michigan  Division.  I  would  like  to  thank  you  for  the  op- 
portunity to  be  here  this  morning.  I  will  briefly  discuss  the  importance  of  breast  and 
cervical  cancer  screening,  and  reauthorization  of  the  first  comprehensive  program 
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for  breast  and  cervical  cancer  control  which  combines  outreach  and  education  with 
medical  screening  and  counseling. 

The  American  Cancer  Society  is  the  nationwide  voluntary  health  organization 
dedicated  to  eliminating  cancer  as  a  major  health  problem  by  preventing  cancer, 
saving  lives  from  cancer,  and  diminishing  suffering  from  cancer  through  research, 
education  and  service.  Senator  Mikulski,  the  American  Cancer  Society  has  been  a 
strong  supporter  of  the  Title  XV  program,  which  you  sponsored,  from  its  inception. 
This  program  is  an  outstanding  example  of  a  significant  public/private  sector  part- 
nership that  meets  critical  health  needs  for  women  in  Michigan  and  across  the 
country. 

Breast  cancer  will  effect  6,800  women  in  Michigan,  and  over  I  80,000  women  na- 
tionwide this  year  alone.  Treatment  of  this  disease  represents  a  significant  burden 
on  our  nation  s  health  care  system.  If  breast  cancer  is  not  diagnosed  until  it  has 
spread  with  distant  metastases,  the  5-year  survival  rate  is  18  percent,  and  the 


ican  Cancer  Society  estimates  that  27,300  women's  lives  could  be  saved  from  breast 
cancer  each  year  if  these  women  had  access  to  early  detection  and  appropriate  treat- 
ment. These  women  can  remain  active  and  productive  members  of  our  economy,  and 
will  not  drain  our  Nation's  health  care  resources. 

Similarly,  cervical  cancer  will  effect  13,500  women  and  cause  4,400  deaths  in  this 
country  this  year.  These  represent  completely  unnecessary  deaths;  the  Pap  test  is 
highly  effective  in  the  early  detection  of  cervical  cancer.  Over  the  past  70  years,  the 
mortality  rate  from  cervical  cancer  has  decreased  by  more  than  70  percent,  due 
largely  to  use  of  the  Pap  test. 

The  tragedy,  Madame  Chairman,  is  that  these  life-saving  procedures  are  not  ac- 
cessible to  all  Americans,  and  too  many  people  are  dying  and  suffering  needlessly. 
This  is  because  our  health  care  system  focuses  on  treating  illness  rather  than  pre- 
venting or  detecting  it  at  an  early  stage.  The  Title  XV  program  has  made  a  signifi- 
cant step  in  changing  this. 

Given  the  medical  value  of  breast  and  cervical  cancer  screening  exams,  one  would 
assume  that  the  procedures  would  be  widely  used.  Unfortunately,  this  is  not  the 
case.  Compliance  with  health  prevention/screening  guidelines  is  a  particular  prob- 
lem for  socioeconomically  disadvantaged  Americans.  The  high  cost  of  medical  proce- 
dures, particularly  with  regard  to  mammography,  presents  a  strong  barrier  to  the 
use  of  screening.  Because  of  poor  access  to  screening  procedures,  the  poor  are  more 
likely  to  be  diagnosed  with  cancer  when  the  disease  is  more  advanced  and  the  treat- 
ment options  are  significantly  more  limited. 

Mortality  rates  for  both  breast  and  cervical  cancer  today  are  highest  among 
women  of  lower  socioeconomic  status.  While  this  problem  is  due  in  part  to  a  low 
awareness  of  the  warning  signs  of  cancer,  and  to  lack  of  funds  to  pay  for  care,  the 
incidence  of  late  diagnosis  among  the  poor  is  also  a  reflection  of  inadequacies  in  the 
health  care  system.  According  to  testimony  from  regional  hearings  the  American 
Cancer  Society  conducted  in  1989,  it  is  a  system  which  discourages  preventive 
health  care  and  routine  screenings,  and  which  encourages  patients  to  wait  until 
their  health  problems  are  virtually  unbearable  before  seeking  care,  and  which  im- 
poses unnecessary  delays  in  diagnosis. 

If  the  use  of  appropriate  cancer  screening  is  to  become  more  widespread,  edu- 
cational efforts  must  be  intensified  and  the  procedure  made  more  accessible  through 
low-cost,  high  quality  screening  centers  such  as  established  under  the  Title  XV  pro- 

S'am.  In  addition,  because  women  of  low  socioeconomic  status — white,  African- 
merican,  Hispanic,  and  other  ethnic  groups — are  the  least  likely  to  know  about  the 
benefits  of  mammography  and  Pap  tests  or  to  be  able  to  afford  the  procedures, 
health  program  planners  and  practitioners  should  focus  on  service  delivery  to  this 
group.  The  Title  XV  program  facilitates  this  targeted  screening. 

The  Centers  for  Disease  Control  and  Prevention  (CDC)  and  the  American  Cancer 
Society  have  identified  the  control  of  breast  and  cervical  cancer  as  critical  priorities. 
In  fact,  the  American  Cancer  Society  played  an  active  role  in  the  development  of 
recently  released  National  Strategic  Plan  for  the  Early  Detection  and  Control  of 
Breast  and  Cervical  Cancer.  In  addition,  following  passage  of  the  Breast  and  Cer- 
vical Cancer  Mortality  Prevention  Act  (Title  XV),  CDC  and  the  American  Cancer  So- 
ciety signed  a  Collaborative  Agreement  to  support  national  and  State-based  efforts 
in  breast  and  cervical  cancer  control.  This  agreement  supports  the  intent  of  the  com- 
munity-based screening  grants  under  Title  XV  in  establishing  cooperative  partner- 
ships between  CDC,  State  health  departments  and  nonprofit  organizations  such  as 
the  American  Cancer  Society.  Specifically,  CDC  and  the  American  Cancer  Society 
have  agreed  to  work  together  in  developing  and  distributing  educational  and  media 
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materials  on  breast  and  cervical  cancer  and  to  discourage  duplication  of  efforts  and 
conserve  limited  resources  through  joint  pre-testing  and  development  of  new  mate- 
rials. The  American  Cancer  Society  joined  with  CDC  and  other  groups  in  developing 
and  conducting  training  for  individuals  in  states  which  received  a  Title  XV  grant. 
This  training  covered  all  aspects  of  breast  and  cervical  cancer  screening,  education 
and  outreach  to  special  populations.  The  American  Cancer  Society  was  able  to  share 
what  it  has  learned  in  over  80  years  of  direct  services  to  the  community.  Finally, 
an  important  component  of  the  Agreement  has  been  to  encourage  state  health  de- 
partments and  American  Cancer  Society  to  work  together  to  implement  the  breast 
and  cervical  cancer  control  program,  by  identifying  interrelated  and  supportive  roles 
and  responsibilities  in  each  State.  This  Agreement  has  provided  an  outstanding  op- 
portunity for  the  American  Cancer  Society  to  work  in  conjunction  with  the  Federal 
Government,  State  and  local  public  health  departments,  and  other  organizations,  to 
provide  much  needed  services  directly  to  women.  A  copy  of  the  Agreement  is  at- 
tached to  my  written  statement. 

In  Michigan  and  in  many  other  States,  we  have  been  very  successful  because  of 
the  strong  partnerships  this  program  has  fostered  between  government  and  the  pri- 
vate sector.  The  Federal  dollars  act  as  seed  money  as  local  agencies  and  organiza- 
tions take  on  the  responsibility  of  educating  and  recruiting  women  to  participate  in 
early  health  care  screening,  and  providing  a  community-based  network  for  treating 
women  who  are  diagnosed  through  the  program. 

The  American  Cancer  Society  provides  a  grassroots  presence  in  every  Title  com- 
munity in  our  State,  which  enables  us  to  educate  women  about  the  need  for  early 
screening  and  get  information  about  the  program  out  to  at  risk  populations.  In 
Michigan,  since  July  1991,  we  have  supported  this  program  with  over  $4.2  million 
in  direct  and  in-kind  donations.  Many  other  agencies  nave  been  involved  in  these 
communities  as  well.  Since  one  of  the  top  three  most  often  cited  reasons  women  do 
not  obtain  a  screening  mammogram  is  cost,  this  program  enables  us  to  leap  that 
barrier  and  provide  screening  to  underinsured  and  uninsured  women.  Of  the  over 
8,000  women  who  have  participated  in  the  program  in  Michigan,  over  55  percent 
have  been  at  poverty  level,  and  over  60  percent  nave  been  uninsured.  This  program 
offers  the  only  hope  these  women  have  of  accessing  screening  services  and  appro- 
priate followup  care. 

This  program  gets  women  into  a  screening  program,  which  offers  not  only  direct 
services,  but  educates  them  about  their  long-term  screening  and  health  needs.  Of 
the  women  screened  in  Michigan,  43  percent  were  under  the  age  of  50.  These 
women  now  know  they  need  to  include  regular  screening  mammography  and  Pap 
tests  in  their  health  plan,  they  are  aware  of  the  risk  factors  for  breast  and  cervical 
cancer,  and  they  are  more  likely  to  continue  to  seek  screening  services  in  the  future. 

As  I  have  indicated,  the  American  Cancer  Society  strongly  supports  reauthoriza- 
tion of  the  Title  XV  program.  However,  there  are  some  policy  changes  which,  based 
on  our  experience  in  Michigan,  would  greatly  benefit  this  program.  First  of  all,  in 
order  to  apply  for  funds,  State  health  departments  must  provide  matching  funds  on 
a  1:3  basis,  either  with  hard  or  in-kind  contributions.  Prior  to  this  year,  States  were 
permitted  to  count  donated  diagnostic  and  treatment  dollars  as  part  of  the  State 
match.  However,  under  a  new  interpretation  by  CDC,  States  can  no  longer  count 
donated  diagnostic  or  treatment  funds.  This  makes  the  application  process  for  new 
States,  or  States  wishing  to  expand  their  program,  very  difficult,  since  they  must 
still  provide  diagnostic  and  treatment  services,  lout  can  no  longer  count  them  as  part 
of  the  match.  I  would  urge  you  to  consider  amending  the  statute  to  allow  these  con- 
tributions to  count. 

Another  provision  prohibiting  State  health  departments  from  contracting  with  pri- 
vate-sector mammography  facilities  also  has  a  negative  impact  on  the  program's 
success.  It  represents  a  problem  with  private  facilities  and  private  practice  OB- 
GYN's  who  wish  to  participate;  it  limits  access,  and  in  turn,  undermines  the  commu- 
nity health  infrastructure. 

An  important  requirement  of  the  statute  has  been  the  strong  commitment  to  as- 
sure the  quality  of  the  screening  procedures  provided  under  the  program.  The  Amer- 
ican Cancer  Society  believes  that  the  program  should  be  amended  to  require  mam- 
mography services  provided  under  Title  XV  to  comply  with  the  standards  that  will 
become  effective  under  the  Mammography  Quality  Standards  Act  of  1992  (MQSA). 
The  intent  of  MQSA  was  to  establish  one  uniform,  national  standard  for  all  facilities 
performing  mammography,  thereby  assuring  high  quality  and  avoiding  duplicative, 
unnecessary  regulation.  We  do  not  believe  that  State  inspectors  should  have  to  com- 
ply with  one  standard  under  MQSA,  another  for  CDC  of  Medicare,  and  another  for 
an  existing  State  law.  Senator  Mikulski,  the  American  Cancer  Society  applauds 
your  continuing  efforts,  and  those  of  other  Members  of  this  committee,  to  achieve 
high  quality  standards  for  all  cancer  screening  programs. 
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Finally,  I  raise  an  issue  of  concern  which,  while  not  limited  to  the  Title  XV  pro- 
gram, does  impact  on  our  ability  to  reduce  mortality  from  breast  and  cervical  can- 
cers. Under  the  law,  Federal  funds  may  not  be  used  to  pay  for  diagnostic  and  treat- 
ment services  determined  by  the  screening  process  to  be  needed  by  indigent,  unin- 
sured enrollees.  It  in  fact  requires  States  to  depend  upon  the  "good  wilr  contribu- 
tions of  the  private  sector  to  meet  these  critical  service  needs.  A  dependable  treat- 
ment component  is  essential  to  the  success  of  any  screening  program.  While  in  most 
communities,  this  need  is  met  voluntarily  by  the  private  sector,  this  restriction  on 
the  use  of  funds  represents  a  significant  barrier  to  participation  for  some  commu- 
nities. We  are  concerned  that  the  long-term  approach  in  this  program  must  examine 
the  issue  of  payment  for  services  rendered  on  the  front  line — that  is,  reimbursement 
for  screening — without  similar  resources  being  made  available  for  critical  diagnostic 
and  treatment  needs  of  women  in  the  program. 

This  is  a  tremendously  important  program  with  a  proven  track  record  of  success. 
Importantly,  Title  XV  has  enabled  the  Federal  Government,  in  partnership  with  the 
States  and  private  sector  organizations,  to  build  a  public  health  infrastructure 
which  addresses  the  critical  health  needs  of  women  who  are  at  risk  of  dying  of 
breast  and  cervical  cancer.  To  reach  women  nationwide,  the  American  Cancer  Soci- 
ety recommends  that  you  provide  authorization  for  full  funding  in  fiscal  year  1994 
and  beyond,  at  a  minimum  level  of  $200  million — the  amount  which  will  enable 
CDC  to  implement  a  comprehensive  program  in  every  state,  and  to  enable  States 
with  existing  programs  to  make  services  available  statewide.  Thank  you  for  your 
consideration. 

Collaborative  Agreement  Between  the  Centers  for  Disease  Control  and 
Prevention  and  the  American  Cancer  Society 

i.  background 

An  estimated  1,132,000  Americans  will  be  diagnosed  with  cancer  in  1992  and  an 
estimated  520,000  Americans  will  die.  One  of  every  five  deaths  in  the  United  States 
is  from  cancer. 

The  key  to  reducing  illness  and  death  from  many  cancers  is  early  detection,  and 
timely  follow  up  and  treatment.  Routine  screening  can  detect  many  cancers  at  early 
stages  when  more  treatment  options  are  available  and  survival  is  improved. 

For  cancer  of  the  breast  and  cervix,  proven  screening  technologies,  mammography 
and  Pap  smears,  exist  that  have  been  shown  to  have  a  significant  impact  upon  mor- 
tality. Essentially  all  of  the  estimated  4,400  deaths  from  cervical  cancer  are  prevent- 
able if  all  women  were  routinely  screened.  Studies  estimate  that  mortality  from 
breast  cancer  could  be  reduced  by  as  much  as  30  percent  with  routine  screening. 

The  Centers  for  Disease  Control  and  Prevention  (CDC)  and  the  American  Cancer 
Society  (ACS)  through  activities  at  the  national  and  State  levels  have  identified  the 
control  of  breast  and  cervical  cancer  as  critical  priorities.  This  agreement  outlines 
activities  that  support  State-based  early  detection  and  control  programs  directed  by 
the  CDC  with  resources  for  the  "Breast  and  Cervical  Cancer  Mortality  Prevention 
Act  of  1990,"  and  ACS  lbreast  and  cervical  cancer  control  activities.  No  fiscal  re- 
sources are  exchanged  by  the  two  organizations  to  support  activities  identified  in 
this  agreement. 

II.  PURPOSE 

As  partners  in  prevention  the  Centers  for  Disease  Control  and  Prevention  (CDC) 
and  tne  American  Cancer  Society  (ACS)  enter  into  this  collaborative  agreement  to 
support  national  and  State-based  efforts  for  the  early  detection  of  cancers  of  the 
breast  and  cervix.  Activities  outlined  in  this  agreement  support  the  CDC  mission, 
"prevention  of  unnecessary  disease,  disability,  and  premature  death"  and  the  ACS 
mission,  dedicated  to  eliminating  cancer  as  a  major  health  problem  by  preventing 
cancer,  saving  lives  from  cancer,  and  diminishing  suffering  from  cancer  through  re- 
search, education,  and  service. 

III.  RESPONSIBILITIES 

CDC  Responsibilities: 

1.  State  programs  funded  by  CDC  will  be  eyed  to  develop  a  strong  working  rela- 
tionship with  their  respective  ACS  Division,  including  ACS  staff  and  volunteer  rep- 
resentation on  advisory  and  planning  committees. 

2  CDC  will  encourage  the  use  of  existing  ACS  education  and  media  materials  and 
discourage  the  development  of  new  materials.  This  will  serve  to  avoid  duplication 
of  efforts  and  conserve  limited  resources. 
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3.  If  new  materials  are  needed,  joint  pre-testing  and  development  will  be  encour- 
aged and  the  ACS  1-800  number  will  be  listed. 

4.  National  ACS  will  participate  with  CDC  and  other  appropriate  organizations 
to  develop  Interim  outcome  measures  for  breast  and  cervical  cancer  control. 

5.  CDC  will  develop  and  conduct  joint  training  efforts. 

6.  CDC  will  allow  cost  recovery  for  training  of  volunteers  and  for  materials  at  the 
State  and  local  levels. 

7.  National  ACS  and  CDC  will  encourage  State  health  departments  and  ACS  Divi- 
sions to  develop  memoranda  of  understanding  that  identify  interrelated  and  sup- 
portive roles  and  responsibilities. 

CDC  designates  the  following  individual  as  the  official  point  of  contact  for  this 
Collaborative  Agreement: 
Centers  for  Disease  Control  and  Prevention 
Name:  Jeffrey  P.  Koplan,  MD,  MPK 
Title:  Director,  National  Center  for  Chronic  Disease 
Prevention  and  Health  Promotion 

Address:  4770  Buford  Highway,  N.E.  (K40)  Atlanta,  GA  30341-3724 
Telephone:  (404)  488-5401 

III.  RESPONSIBILITIES 

ACS  Responsibilities 

1.  ACS  Divisions  will  be  expected  to  develop  strong  working  relationships  with 
State  health  departments  and  include  staff  on  ACS  committees,  where  appropriate. 
2  Neal  ACS  will  develop  programs/materials  on  breast  and  cervical  cancer. 

3.  If  new  materials  are  needed,  joint  pre-testing  and  development  will  be  encour- 
aged and  the  ACS  1-800  -number  will  be  listed. 

4.  National  ACS  will  participate  with  CDC  and  other  appropriate  organizations 
to  develop  interim  outcome  measures  for  breast  and  cervical  cancer  control. 

5.  National  ACS  will  develop  and  conduct  joint  training  efforts. 

6.  National  ACS  and  CDC  will  encourage  State  health  departments  and  ACS  Divi- 
sions to  develop  memoranda  of  understanding  that  identify  interrelated  and  sup- 
portive roles  and  responsibilities. 

7.  National  ACS  will  serve  as  a  clearinghouse  for  information,  materials,  and 
training  curricula  relative  to  collaborative  programs  between  Divisions  and  CDC- 
funded  State  health  departments,  to  ensure  all  Divisions  benefit  from  these  experi- 
ences. 

8.  National  ACS  will  promote  public  policy  advocacy  that  supports  the  enhance- 
ment of  collaborative  breast  and  cervical  cancer  control  efforts. 

9.  National  ACS  will  provide  access  to  information  dealing  with  breast  and  cer- 
vical cancer  interventions  and  materials  through  Community  Health  Information 
Database  (CHID),  and  other  means  as  needed. 

ACS  designates  the  following  individuals  as  the  official  point  of  contact  for  this 
Collaborative  Agreement: 

American  Cancer  Society,  Inc. 

Name:  Robert  Smith,  PhD 

Title:  Senior  Director  of  Detection 

Address:  American  Cancer  Society,  Inc.  1599  Clifton  Road,  NJ5.,  Atlanta,  GA 
30329 

Telephone:  (404)  329-7610 

Name:  Nancy  Lins 

Title:  Vice  President,  Public  Education 

Address:  American  Cancer  Society,  Inc.  1599  Clifton  Road,  N.E.,  Atlanta,  GA 
30339 

Telephone:  (404)  329-7611 

IV.  IMPLEMENTATION  OF  COLLABORATIVE  AGREEMENT 

The  implementation  of  this  Collaborative  Agreement  will  be  guided  by  the  Divi- 
sion of  Cancer  Prevention  and  Control,  National  Center  for  Chronic  Disease  Preven- 
tion and  Health  Promotion,  Centers  for  Disease  Control  and  Prevention,  and  the 
American  Cancer  Society. 

V.  RESOURCES 

No  financial  resources  will  be  exchanged  between  CDC  and  ACS  to  conduct  activi- 
ties outlined  in  this  Agreement. 
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VI.  DURATION  OP  AGREEMENT 

This  Collaborative  Agreement  is  effective  when  signed  by  both  parties  and  shall 
remain  in  effect  for  a  period  of  5  years  from  the  date  signed.  The  Agreement  may 
be  renewed  annually  thereafter  by  written  mutual  agreement.  The  intent  is  to  con- 
tinue this  mutually  beneficial  relationship  long-term. 

VH.  MODIFICATION  OR  CANCELLATION 

This  Agreement  may  be  revised  by  signature  approval  of  both  parties. 
Cancellation  of  the  Agreement  may  be  accomplished  only  at  the  expiration  of  90- 
day  advance  notification  by  either  party. 

American  Cancer  Society 

By:  John  R.  Seffrin,  PhD 

Executive  Vice  President  &  Chief  Staff  Officer 

Centers  for  Disease  Control  and  Prevention 

By:  William  L,  Roper,  MD,  MPH 
Director 

POSITION  STATEMENT  OF  SOUTH  CAROLINA  DIVISION  FOR  CDC  PROGRAM 

Presented  by:  John  Ureda,  Dr.  PJL,  Division  Chairman  Project  Advisory  Group, 
H.  Christopher  Wren.  Division  Executive  Vice  President,  and  Mary  Ellen  Gunter, 
Division  Senior  Vice  President  Cancer  Control. 

The  South  Carolina  Division  of  the  American  Cancer  Society  has  been  involved 
with  the  South  Carolina  Department  of  Health  and  Environmental  Control  in  the 
CDC  Breast  and  Cervical  Cancer  Screening  Project  during  the  past  two  years.  This 
cooperative  project  is  just  one  of  many  partnerships  which  have  been  formed  over 
the  years  between  these  two  agencies. 

When  the  American  Cancer  Society  was  initially  approached  by  DHEC  with  the 
concept  of  a  joint  partnership  for  breast  and  cervical  cancer  screening  and  edu- 
cation, it  made  sense  to  link  these  two  agencies  together  as  both  agencies  have  a 
presence  in  the  local  communities  of  South  Carolina.  More  importantly,  the  Amer- 
ican Cancer  Society  had  a  Public  Education  delivery  system  statewide  through  its 
volunteer  network  and  would  be  the  only  agency  in  South  Carolina  that  with  some 
adjustments  to  current  programs  could  serve  the  target  populations  which  needed 
to  be  reached  by  this  project. 

It  was  felt  by  both  the  State  Health  Department  (DHEC)  and  the  American  Can- 
cer Society  that  the  success  of  this  screening  and  education  project  would  lie  in  a 
systematic  grassroots  approach  which  would  enable  behavioral  modification  or 
change  in  these  target  communities.  At  the  same  time  the  "buy  in"  by  these  commu- 
nities and  populations  that  this  change  could  bring  about  results  that  would  be  long 
lasting  and  effective  was  felt  to  be  an  additional  benefit. 

As  a  result  of  the  initial  ground  work  and  preparation  that  was  negotiated  by 
both  agencies,  this  past  year  has  seen  that  over  165,00  women  in  the  target  popu- 
lations, over  the  age  of  40  years  and  in  the  250  percent  of  poverty  level  and  below 
have  received  an  educational  message  on  the  necessity  of  breast  and  cervical  cancer 
screening  through  personal  contact  from  staff  and  volunteers  working  with  the 
project. 

Additionally,  through  the  efforts  of  Mass  Media  communications,  765,000  women 
have  been  reached  in  the  target  population  groups.  Mass  Media  consisted  of  both 
print  and  visual  campaigns. 

The  project  also  trained  470  community  volunteers  to  deliver  the  breast  and  cer- 
vical cancer  educational  services  of  the  program,  (Best  Chance  Network).  In  many 
instances  these  volunteers  have  come  from  the  target  groups  where  the  changes 
need  to  be  effected. 

An  added  bonus  of  this  partnership  has  been  an  expansion  of  the  South  Carolina 
Division's  capacity  to  reach  and  inform  all  women  in  need  of  screening.  Overall  in 
South  Carolina  this  past  year,  we  have  been  able  to  have  over  386,000  contacts  with 
women  over  the  age  of  40  years  regarding  breast  and  cervical  cancer  education  and 
1,870,000  mass  media  contacts  have  exposed  women  to  this  important  message. 

The  program  has  been  further  expanded  by  the  creation  of  Regional  Task  Forces 
comprised  of  a  mixture  of  participants  from  the  target  populations,  their  gate- 
keepers, American  Cancer  Society  staff  and  volunteers  as  well  as  Department  of 
Health  staff  and  project  staff.  These  Task  Forces  have  been  instrumental  in  develop- 
ing Local  ownership  of  the  Best  Chance  Network  program  through  this  grassroots 
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approach  to  education  which  has  allowed  the  American  Cancer  Society  to  redirect 
its  educational  efforts  into  this  segment  of  our  population  and  ensure  that  those  per- 
sons most  in  need  of  our  educational  messages  have  the  opportunity  to  receive  them. 
It  is  therefore  our  opinion,  that  this  project  should  be  fully  funded  for  a  fourth 
year.  We  further  strongly  recommend  that  it  be  continued  indefinitely  to  maintain 
and  further  the  productive  efforts  already  underway,  or  at  least  until  such  time  that 
there  is  documentation  of  a  distinct  improvement  in  the  statistics  as  they  relate  to 
the  diagnosis,  staging  and  overall  survival  rates  among  not  only  the  target  popu- 
lations in  South  Carolina  but  among  South  Carolina  women  in  general.  Early  detec- 
tion and  treatment  of  breast  and  cervical  cancer  is  one  of  the  best  ways  to  prevent 
death  from  cancer. 

Senator  Mkulski.  Thank  you,  Ms.  Rakowski.  I  am  going  to  ask 
you  some  questions,  and  then  go  to  Ms.  Jackson,  and  then  wrap  up 
with  Ms.  Brown. 

First,  in  your  testimony  on  page  4,  you  say  one  of  the  top  three 
often-cited  reasons  why  women  don't  obtain  a  mammogram  is  cost. 
Could  you  share  with  us  what  does  that  mean  around  the  costs  and 
the  prohibitions,  and  also  what  were  the  other  two  reasons  why 
women  don't  get  mammogram  screening? 

Ms.  Rakowski.  Cost  is  an  extreme  component  in  our  State  in 
particular  with  rural  women  who  have  no  insurance  or  are 
underinsured,  and  so  thus  avoid  making  the  choice  to  go  and  get 
that  mammogram  because  they  don't  see  it  necessarily  as  a  neces- 
sity yet  in  their  lives;  they  don't  have  any  problems,  they  don't  feel 
sick,  so  why  should  they  have  this  done. 

Lots  of  women  in  our  State  have  sort  of  seen  it  in  the  same  way 
as  going  to  the  dentist.  We  don't  make  that  kind  of  preventive 
health  care  choice  when  those  dollars  are  needed  for  things  like 
buying  food  for  our  children.  So  cost  is  a  significant  factor. 

Another  significant  factor  is  not  having  it  recommended  by  their 
health  care  provider.  Dr.  Wyatt  talked  earlier  about  Rhode  Island, 
and  we  have  done  studies  in  Michigan,  asking  why  did  you  get 
your  mammogram,  or  why  didn't  you  come  before  for  your  mammo- 
gram, and  the  reply  is:  "Because  my  doctor  never  told  me  to  do 
that."  Even  for  those  who  are  seen  by  a  regular  physician  and  who 
do  have  insurance  that  adequately  covers  it,  that  same  barrier 
seems  to  occur. 

Probably  the  third  largest  barrier  in  our  State  is  transportation 
for  rural  women  in  particular  and  urban  women  who  cannot  get  to 
the  centers  and  areas  where  they  need  to  go. 

Senator  Mikulski.  So,  then,  the  three  reasons  are  cost;  the  fact 
that  there  has  neither  been  information  from  a  private  physician 
or  significant  saturation  from  public  information  to  go;  and  then 
the  barrier  of  transportation,  which  has  been  an  issue  for  rural 
communities  in  particular  from  what  I  saw  in  Maryland. 

I  want  to  ask  the  question  about  public  information,  because  that 
will  be  one  of  the  issues  I  will  probe  more  deeply  with  Ms.  Jackson. 
People  have  suggested  that  maybe  we  need  public  service  an- 
nouncements on  TV;  or  suppose  everyone  on  a  soap  opera  went  to 
get  a  mammogram  and  talked  about  now  important  it  is;  or  Oprah 
could  do  a  couple  of  shows  on  it — and  so  on — all  of  which  I  am  not 
minimizing.  I  think  it  would  be  great  if  all  of  the  soaps  had  all 
women  of  all  ages,  instead  of  some  of  the  things  they  do  on  tele- 
vision, going  to  get  a  mammogram.  And  maybe  we  need  to  show 
what  it  means  to  get  a  mammogram  on  television. 
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But  isn't  the  question  where  do  I  go  and  how  do  I  get  it?  And 
that's  the  next  question.  It  is  not  only  you  should,  but  then,  how. 
Isn't  this  one  of  the  issues  in  whatever  is  the  next  step? 

Ms.  Rakowski.  Absolutely.  We  were  fortunate  in  being  able  to  do 
a  sort  of  screening  barrier  survey  and  a  research  study  with  a  cou- 
ple of  researchers  at  Michigan  State  University,  particularly  in 
rural  women.  And  you  can  do  all  the  public  service  announcements 
you  want,  but  it  is  just  sort  of  there. 

When  we  looked  at  actually  reaching  those  women  and  getting 
them  involved  in  the  program,  the  single  most  important  factor 
was  women  encouraging  other  women,  or  their  physician  telling 
them  to  do  it,  and  then  taking  away  the  barrier  of  cost,  and  then 
taking  away  the  barrier  of  transportation,  which  the  American 
Cancer  Society  has  been  integral  in  doing.  If  that  is  done,  those 
women  will  come  for  their  mammogram. 

One  of  the  interesting  stories  I  can  tell  you  from  a  rural  area  in 
Michigan  up  in  the  "thumb,"  actually  my  home  town,  Bad  Axe,  MI, 
has  had  a  very  good  track  record  for  getting  women  to  come  from 
three  surrounding  counties  that  were  involved  in  the  program. 
They  all  had  facilities  where  these  women  could  go,  but  they  were 
all  going  to  Bad  Axe,  and  no  one  could  figure  out  why  they  wanted 
to  go  to  Bad  Axe  as  opposed  to  Caro  or  Sanilac,  since  they  were 
driving  a  long  distance  or  getting  driven  a  long  distance  to  get 
there. 

Senator  Mikulski.  I  don't  understand. 

Ms.  Rakowski.  These  are  towns  in  these  counties.  The  reason 
they  cited  to  go  there  was  because  their  friend  went  with  them; 
they  were  reached  through  a  friend  or  family  network;  and  there 
was  a  Walmart  store.  That  was  the  other  reason. 

Senator  Mikulski.  It  all  sounds  good  to  me.  [Laughter.] 

Ms.  Rakowski.  So  those  are  the  barriers  that  we  are  pushing  to 
overcome,  and  those  seem  to  be  cropping  up  consistently,  no  matter 
how  much  media  hype  we  have  done.  We  have  just  finished  a  huge 
campaign,  but  that  in  itself  didn't  make  the  big  difference.  It  was 
one-on-one,  women  reaching  other  women,  and  physicians  rec- 
ommending. 

Senator  Mikulski.  I  want  to  come  back  to  some  of  the  technical 
aspects  of  the  program,  but  first,  let's  go  to  Ms.  Brown.  Did  you 
agree  with  what  Ms.  Rakowski  just  said,  Ms.  Brown,  that  it  was 
the  money,  but  it  was  also  knowing  where  to  go  and  being  able  to 
go  with  other  women? 

Ms.  Brown.  Yes,  I  really  do  agree  with  her.  When  I  went  to  get 
my  mammogram,  I  went  through  the  YWCA,  and  they  picked  me 
up.  But  my  doctor  also  insisted  that  I  get  one,  and  my  point  to  her 
was  that  I  didn't  have  the  money.  But  Iwas  also  afraid. 

Senator  Mikulski.  What  were  you  afraid  of? 

Ms.  Brown.  Listening  to  other  people  say  that  it  would  hurt,  and 
that  if  you  don't  have  cancer,  they  squeeze  your  breast  so  hard,  you 
could  get  cancer — which  you  can't  listen  to,  because  everyone  is  an 
individual.  What  might  hurt  Ms.  Jackson  might  not  hurt  me,  be- 
cause we  are  all  individuals. 

And  then,  I  had  12  other  ladies  along  with  Ms.  Behsudi  and  Dr. 
Harder  to  walk  through  it  with  me.  And  a  lot  of  the  ladies  had  had 
a  mammogram,  and  on  the  way,  we  talked  about  it  on  the  bus.  You 
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see,  the  YWCA  makes  transportation,  but  transportation  wouldn't 
have  been  the  issue  for  me,  because  I  live  within  walking  distance 
of  Johns  Hopkins  Oncology.  As  a  matter  of  fact,  it  is  on  Caroline 
Street,  so  transportation  would  not  have  been  an  issue  for  me. 

Senator  Mikulski.  Well,  let  me  come  back  to  the  fear.  Were  you 
afraid  of  the  test  and  that  it  would  be  painful,  or  were  you  also 
afraid  of  hearing  the  results? 

Ms.  Brown.  I  was  afraid  of  both.  But  I  was  more  afraid  of  it 
hurting  me  than  I  was  of  the  results. 

Senator  Mikulski.  I  was,  too,  the  first  time  I  had  a  mammo- 
gram. 

Ms.  Brown.  And  then  when  I  got  the  results,  they  thought  they 
saw  something,  and  I  had  it  done  a  second  time,  no  problem.  And 
then  when  they  got  that  test  back,  everything  was  fine. 

Senator  Mikulski.  Amen. 

Ms.  Brown.  And  I  am  scheduled  for  another  one  soon,  because 
once  they  think  they  see  something,  they  want  it  done  every  6 
months.  So  at  the  end  of  this  month,  111  go  and  get  another  one. 
I'll  just  walk  there  and  go  on  in. 

Senator  Mikulski.  But  when  you  go  back  for  your  follow-up,  Ms. 
Brown,  you  don't  need  to  go  with  the  12  women;  you'll  go  on  your 
own. 

Ms.  Brown.  No,  no.  They  walked  through  it  with  me,  and  all  the 
fear  is  gone  now.  I'll  just  go. 

Senator  Mikulski.  But  for  your  initial  experience  with  this,  you 
wanted  to  be  with  your  pals.  Now,  with  these  12  women  that  you 
walked  through  in  this  group,  why  was  that  important  to  you? 

Ms.  Brown.  It  seemed  like  it  took  away  some  of  the  fear,  because 
some  of  them  had  been  through  it.  And  one  lady  said,  "Oh,  it's 
nothing,"  and  one  lady  said,  "My  breasts  are  very  small;  they  are 
much  smaller  than  yours,  and  it  didn't  pinch  me."  And  inside,  I 
still  had  a  little  fear.  But  when  I  got  in  there,  the  lady  who  did 
the  breast  examination  was  very  gentle,  and  she  talked  the  whole 
time.  So  she  walked  through  it  with  me,  too,  once  I  got  back  there 
to  get  the  x-ray. 

Senator  Mikulski.  So  it  was  the  management  of  the  fear. 

Ms.  Brown.  Yes. 

Senator  Mikulski.  And  then  being  with  others  who  talked  with 
you  and  said  it's  OK — or,  even  if  it  does  pinch  here  or  there,  it 
doesn't  matter — I  mean,  my  gosh,  look  at  these  damned  earrings 
and  shoes  we  women  wear.  You  talk  about  things  pinching. 
[Laughter.] 

Ms.  Brown.  That's  right.  My  concern  is  my  health.  And  then  the 
main  tiling  was  how  I  was  really  convinced,  after  I  said,  no,  Fm 
not  going  to  get  it  done,  was  when  I  talked  with  Ms.  Behsudi  over 
the  phone,  the  first  phone  call  she  made  to  me.  I  was  in  the  process 
of  going  on  a  gospel  tour,  traveling  down  South,  stopping  in  dif- 
ferent places  to  sing  with  the  church.  I  said,  Tm  on  my  way  there, 
but  pick  me  up  anyway."  Something  about  her  voice  made  me  want 
to  get  it  done,  because  she  said,  "You  owe  it  to  yourself." 

And  I  would  say  today:  Call  the  YWCA,  and  talk  to  Miss  Linda; 
if  not,  talk  to  whomever  is  there. 

Senator  Mikulski.  Well.  I'm  going  to  call  the  YWCA  now  and 
speak  to  Ms.  Jackson.  Could  you  elaborate  on  the  Rakowski  frame- 
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work  that  she  just  outlined?  I  know  Ms.  Brown  expressed  it  so 
anecdotallv,  but  what  would  you  like  to  add  to  that? 

Ms.  Jackson.  I  would  like  to  add  that  organizations  like  the 
YWCA  and  the  American  Cancer  Society  provide  that  structure 
that  is  needed  to  reach  the  population.  And  we  have  had  years  of 
expertise  in  reaching  women,  and  we  know  that  there  is  a  lot  of 
fear  involved  in  going  to  get  the  mammogram.  So  we  know  that  it 
is  important  for  people  to  go  in  groups  the  first  time.  We  know  that 
it  is  important  to  remove  the  barriers  of  transportation.  So  there 
is  a  meshing  of  resources.  We  bring  to  the  table  the  resources  that 
we  have,  and  we  work  with  the  Federal  dollars  that  are  given  to 
us  in  addition,  and  it  sort  of  leverages  those  dollars  in  a  way,  be- 
cause we  can  provide  the  people,  the  volunteers,  who  can  go  on  the 
day  that  the  women  go  for  the  screening.  We  provide  lunch.  We  try 
to  make  it  a  special  day,  and  all  of  that  specialness  takes  away 
some  of  the  fear. 

So  I  think  the  main  point  that  I  would  like  to  make  is  that  the 
partnership  of  the  private  and  the  public  is  important  in  the  deliv- 
ery of  that  health  care  service. 

Senator  Mlkulski.  Excellent.  Now  let's  come  back  to  that  part- 
nership. 

Ms.  Rakowski,  one  of  the  points  you  made  is  that  the  American 
Cancer  Society  value-added  the  $4  million.  Do  you  feel  that  that  is 
an  essential  component,  or  why  did  you  add  $4  million? 

Ms.  Rakowski.  First  of  all,  in  our  State,  the  State  health  depart- 
ment and  our  division  office 

Senator  Mikulski.  I  mean,  I  think  it  is  splendid,  but  my  ques- 
tion is:  Is  private  philanthropy  a  substitute  for  what  public  policy 
should  be  doing,  or  do  we  need  that  partnership? 

Ms.  Rakowski.  I  think  we  absolutely  have  to  have  the 
partnership 

Senator  Mikulski.  Well.  I  want  the  partnership  with  the  Amer- 
ican Cancer  Society  and  the  YWCA  and  all  the  other  groups  that 
are  involved. 

Ms.  Rakowski.  First  of  all,  we  absolutely  need  the  partnership. 
And  I  think  without  that  kind  of  involvement  and  commitment  to 
this  project,  you  would  have  organizations  going  about  it  in  all  dif- 
ferent ways,  not  necessarily  working  together  for  the  same  common 
goal.  The  American  Cancer  Society  in  Michigan,  when  we  first  be- 
came aware  of  this  funding,  said  we  wanted  to  participate  100  per- 
cent. We  had  already  had  a  wonderful  partnership  in  doing  some 
other  programs,  developing  the  Quality  Assurance  Standards  Act 
within  our  State,  etc. 

One  of  the  things  that  was  of  the  initial  RFP  was  that  there  had 
to  be  a  match,  a  l-to-3  match.  In  accepting  that,  it  would  be  dif- 
ficult for  the  health  department  to  have  come  up  with  that  match 
without  working  with  us  as  an  organization  or  local  facilities  or 
whatever.  And  it  was  very  difficult  to  get  local  health  care  facilities 
and  providers  to  initially  sign  on  because  of  the  fact  that  there  is 
a  lot  of  concern  about  liability,  about,  gee,  I  don't  know  if  I  can 
take  on  this  health  care  burden,  I  don't  know  if  we  can  afford  to 
pay  for  this  patient's  treatment.  A  lot  of  those  things  did  not  in- 
stantly come  about.  So  when  we  were  going  into  communities  and 
asking  local  public  health — creating  that  partnership  and  allowing 


40 

them  to  use  our  resources  as  far  as  materials,  our  volunteers, 
which  are  the  two  primary  things,  our  medical  experts  who  are  vol- 
unteers for  us  helped  to  forge  those  networks  within  local  commu- 
nities, sort  of  politically  helped  that. 

Senator  Mikulski.  I  want  to  go  to  this  l-to-3  match.  Therefore, 
the  value-added  of  the  American  Cancer  Society  helped  meet  the 
match.  But  also,  what  you  are  pointing  out  is  that  prior  to  this 
year,  States  were  permitted  to  count  donated  diagnostic  and  treat- 
ment dollars  as  part  of  the  State  match,  and  now  they  can't. 

Ms.  Rakowski.  Correct. 

Senator  Mikulski.  So  you  would  tell  us  that  that  is  one  of  the 
most  crucial  elements.  So  let's  just  say  that  as  part  of  the  follow- 
up  it  becomes  in  a  community  the  "Committee  of  100,"  consisting 
of  physicians,  radiologists  and  so  on,  who  say  that  one  per  month, 
we'll  do  this,  or  whatever.  Where  they  would  be  willing  to  do  the 
pro  bono,  that  now  cannot  be  counted.  So  we  are  now  in  a  double 
bind  where  there  are,  first  of  all,  no  "good  guy"  bonuses — is  that 
essentially  correct — where  there  is  local  effort.? 

Ms.  Rakowski.  That's  correct. 

Senator  Mikulski.  So  we  acknowledge  cash,  but  we  don't  ac- 
knowledge in-kind  services,  and  particularly  in-kind  services  that 
meet  the  gaps  in  the  program. 

Ms.  Rakowski.  Absolutely. 

Senator  Mikulski.  In  other  words,  the  very  thing  that  we  need 
to  be  encouraging  is  the  very  thing  that  now,  by  regulatory  proce- 
dure, we  are  discouraging. 

Well,  we  are  going  to  deal  with  that  in  the  legislation,  because 
I  do  believe  we  need  to  give  either  carrots  or  "good  guy"  bonuses, 
or  "good  will"  bonuses,  whatever,  that  then  say  if  you  are  willing 
to  do  these  kinds  of  pro  bono  things,  that  that  will  count.  And  I 
think  those  things  not  only  build  our  health  care  response,  but  they 
build  community. 

Ms.  Rakowski.  That's  correct. 

Senator  Mikulski.  I  am  concerned  that  too  much  of  what  we  do 
does  not  build  community,  because  the  characteristics  of  what  you 
are  doing  in  the  YWCA  is  community  building  and  capacity  build- 
ing through  the  empowerment  of  women. 

Ms.  Rakowski.  Thank  you.  Absolutely. 

Senator  Mlkulski.  There  are  also  otner  issues  that  you  raise  re- 
lated to  the  mammogram  quality  standards.  We  are  with  you  on 
that,  and  we  are  talking  to  Dr.  Shalala  herself  to  move  those  guide- 
lines and  regs,  and  we  hope  the  Clinton  administration  picks  up  on 
that.  And  you  also  raised  the  concern  that  Federal  laws  may  not 
be  used  for  diagnostic  and  treatment  services,  and  we  agree  that 
that  is  a  gap. 

We  agree  that  it  is  a  gap,  but  we  also  know  that  to  have  under- 
taken that  would  be  comprehensive. 

We  want  to  say  this  is  a  first  step.  We  know  it  is  not  the  only 
step,  and  we  want  you  to  know  that  the  Congress  knows  that.  But 
we  felt  if  we  didn't  take  the  first  step,  we  would  never  get  to  the 
next  step.  So  at  this  stage  in  our  fiscal  situation,  and  until  we  can 
get  national  health  insurance,  we  won't  have  the  comprehensive 
nature  of  it.  But  I  want  you  to  know  that  we  know  what  you  are 
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talking  about,  and  I  want  to  acknowledge  that,  and  it  will  be  a  key 
component. 

Ms.  Rakowski.  Thank  you,  Senator. 

Senator  Mikulski.  Ms.  Rakowski,  we  want  to  thank  you  for  what 
you  are  doing  in  Michigan,  and  that  takes  me  to  the  YWCA. 

Did  the  YWCA  also  put  in  their  own  money,  or  was  it  in-kind 
services  and  so  on,  the  way  Michigan  value-added? 

Ms.  Jackson.  Let  me  just  ask  Mary  Dale — I  think  our  input  has 
been  primarily  in-kind  services.  It  is  m  our  operating  budget. 

Senator  Mkulski.  Oh,  I  am  not  minimizing  it. 

Ms.  Jackson.  I  am  just  saying  that  in  terms  of  actual  dollars,  we 
have  obviously  in  our  programs — ENCORE  has  always  been  a  line- 
item  part  of  our  program  in  many  of  the  associations. 

Senator  Mlkulski.  I  understand,  and  Ms.  Jackson,  my  question 
is  do  we  know  in  the  States  where  ENCORE  is  operating,  has  that 
been  counted  as  part  of  the  in-kind  service. 

Ms.  Jackson.  Oh,  yes,  indeed. 

Senator  Mlkulski.  So  essentially,  by  your  in-kind  that  comes 
from  United  Way  efforts  or  private  philanthropy,  it  enabled  that  to 
leverage  to  get  the  Federal  funds. 

Ms.  Jackson.  Exactly,  yes.  I  also  wanted  to  say  that  the  partici- 
pation of  even  dollars  of  these  organizations  is  that  it  does  offer  the 
opportunity  for  communities  and  individuals  to  participate  in  some- 
thing that  they  perceive  as  valuable.  And  people  often  have  their 
own  personal  reasons  for  wanting  to  contribute  money  to  a  pro- 
gram, and  I  think  we  need  to  take  advantage  of  that  and  offer 
them  the  opportunity  through  programs  like  mis  to  do  that.  It  is 
a  community  builder. 

Senator  Mikulski.  I  have  one  last  question,  Ms.  Jackson.  You 
say  that  the  original  collaborative  agreement  between  the  YWCA 
and  its  ENCORE  program  targeted  13  States.  Then  you  go  on  to 
say  that  because  it  has  been  so  enthusiastic,  you  now  have  collabo- 
rative activity  in  23  States.  Could  you  tell  us  what  has  generated 
this  enthusiasm? 

Ms.  Jackson.  I  can  only  imagine,  because  I  don't  know.  We  only 
started  this  in  the  spring.  But  I  think  what  happens  is  that  when 
other  YWCA  associations  in  a  State  begin  to  see  the  generation  of 
funds  for  program  that  they  are  also  trying  to  do,  that  begins  to 
spark  their  interest.  They  see  the  collaboration  as  a  way  to  provide 
community  programming  that  they  want  to  do. 

Senator  Mikulski.  What  is  it  about  it,  though,  that  does  it?  In 
other  words  like  "collaboration"  and  "coordination,"  and  we  are 
going  to  do  partnerships — those  are  boilerplate.  What  is  it?  Is  it 
something  about  the  YWCA?  What  is  it  for  23  health  departments 
to  be  enthused? 

Ms.  Jackson.  As  I  said  before,  one  of  the  things  that  we  are  just 
realizing,  a  value  that  we  have,  is  the  structure  that  we  have  al- 
ways had  in  place.  So  you  have  the  health  department  that  is  try- 
ing to  reach  people,  and  we've  got  the  people  and  the  structure  in 
place  to  reach  them.  We  have  women  who  have  always  looked  to 
the  YWCA  as  a  place  for  health  and  recreation.  So  right  away,  we 
have  the  credibility  of  the  organization  in  health  promotion. 

So  I  think  what  it  has  provided  is  the  avenue  to  reach  under- 
served  women.  We  have  always  done  that,  and  this  is  a  way  of 
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doing  that  that  seemingly  is  working  and  is  having  a  great  deal  of 
success.  That's  the  only  thing  that  I  can  think  of,  that  we  have  that 
credibility  going  for  us,  we  have  the  structure  there,  and  we  have 
the  volunteers,  the  people,  the  clients.  So  I  think  that  that  has 
been  one  of  the  reasons. 

Senator  Mikulski.  First  of  all,  I  think  you  are  exactly  right.  But 
words  like  "structure,"  again,  if  I  could  just  elaborate 

Ms.  Jackson.  Do  you  want  me  to  not  use  that  and  say  something 
else? 

Senator  Mikulski.  No.  Because  of  the  flooding,  and  the  fact  that 
I  chair  the  FEMA  appropriations,  I  am  having  a  meeting  later  with 
the  affected  Senators  and  the  President  on  that,  so  I  am  going  to 
have  to  move  the  hearing  along.  That  is  why  Senator  Wellstone  is 
not  able  to  be  here  for  the  rest  of  the  hearing,  and  other  Senators — 
I  don't  know  if  Senator  Harkin  is  back  yet — Senators  who  ordi- 
narily would  be  mesmerized  by  this  tvpe  of  hearing  are  the  very 
ones  who  are  really  facing  great  tragedy  in  their  own  communities. 
I  also  wanted  you  to  be  aware  of  that.  Senator  Harkin  had  in- 
tended to  participate.  So  as  a  co-member  of  this  Kennedy  commit- 
tee and  also  on  appropriations,  we  were  really  going  to  do  a  one- 
two  thrust  in  this  endeavor. 

So  what  we  are  saying  is  this.  It  is  not  only  cost.  It  is  under- 
standing the  culture  of  the  community.  For  some,  it  might  be,  first 
of  all,  just  a  day  out  of  the  house,  a  day  out  of  the  community,  a 
bus  trip.  The  President  likes  to  take  bus  trips,  and  so  does  every- 
body else.  And  I  will  tell  you  when  I'm  out  making  my  county  vis- 
its, there  is  not  an  outlet  in  Maryland  that  does  not  know  me  on 
sight;  there  are  sightings  of  me — because  people  want  out,  they 
want  to  get  around. 

So  you  go  to  the  culture  of  the  community,  and  it  is  not  only  an 
ethnic-based  culture  or  the  culture  of  a  geography,  like  rural 
women.  But  I  truly  believe  that  among  women  ourselves  is  a 
subculture  and  that  you  are  an  expert  in  that.  And  it  is  therefore 
not  seen  as  a  chore  that  they  must  do;  it  becomes  part  of 
empowerment,  part  of  fellowship  or  sisterhood,  which  we  all  like, 
and  also,  each  one  teaches  one — but  with  each  one  teaching  one, 
the  group  becomes  bigger  than  the  individuals.  Isn't  this  part  of  it? 

Ms.  Jackson.  You  are  exactly  right. 

Senator  Mikulski.  So  it  adds  its  own  energy  and  vitality.  I  think 
that's  it,  and  I  think  it  is  going  to  be  crucial,  then,  when  there  is 
the  outreach  to  physicians  and  other  health  care  providers  for  re- 
ferrals, that  they  also  need  to  understand  these  community  re- 
sources. I  really  think  that  needs  to  be  part  of  it. 

So  I  think  that  is  really  what  the  YWCA  and  the  American  Can- 
cer Society  are  about.  And  the  American  Cancer  Society  is  focused 
on  prevention  and  detection  and  cure  of  cancer.  The  YWCA  has  fo- 
cused on  empowerment,  from  suffrage  to  civil  rights,  and  now  to 
health  care.  And  what  are  the  empowerment  issues  affecting 
women,  I  think  is  the  crucial  question. 

We  are  going  to  need  you  because  even  if  we  do  pass  health  in- 
surance reform,  that  is  a  funding  mechanism;  it  is  not  a  delivery 
mechanism.  So  we'll  be  coming  back  to  you,  and  we  look  forward 
to  this  partnership. 
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As  a  Senator  who  was  one  of  the  primary  architects  of  this  bill, 
I  want  to  extend  to  the  American  Cancer  Society  and  to  the  YWCA 
and  to  other  groups  like  yourselves  who  have  made  this  program 
not  only  possible  through  your  funds  and  your  sweat  equity,  but 
you  help  to  make  the  program  worthwhile. 

I  am  very  grateful  for  this,  and  I  would  like  for  you  also  to  ex- 
tend to  your  membership  the  appreciation  of  the  Congress.  So 
thank  you. 

Ms.  Rakowski.  Thank  you,  Senator  Mikulski. 

Ms.  Jackson.  Thank  you  very  much. 

Ms.  Brown.  Thank  you,  Senator. 

Senator  Mikulski.  We  now  want  to  hear  from  the  State  health 
departments  about  what  it  takes  to  operate  the  bill,  and  one  of  the 
other  groups  that  I  want  to  acknowledge  is  the  Komen  Foundation, 
which  nas  done  an  outstanding  job  nationwide.  I  believe  their  work 
in  Texas  will  be  one  of  the  national  models  that  we  will  want  to 
learn  from  and  duplicate.  We  want  to  acknowledge  the  fact  that 
Elin  Greenberg  is  here.  We  are  very,  very  appreciative  of  her  ef- 
forts. 

We  welcome  Dr.  John  Southard,  from  the  Maryland  Office  of 
Chronic  Disease  Prevention.  Now,  some  might  ask  why  is  every- 
body here  from  Maryland?  Well,  first  of  all,  I  chair  this  subcommit- 
tee. [Laughter.]  The  second  thing  is  that  when  they  talk  about  the 
all-stars,  they  are  not  only  on  the  baseball  field.  We  feel  we  have 
an  all-star  program  right  here,  and  John,  I  am  not  going  to  do  to 
you  what  Gaston  did  to  Messina — you  come  on  in  and  pitch. 

We  also  welcome  Margaret  Mendez,  from  the  Texas  Department 
of  Public  Health,  and  David  Momrow,  from  New  York. 

John. 

STATEMENTS  OF  DR.  JOHN  W.  SOUTHARD,  DIRECTOR,  MARY- 
LAND  OFFICE  OF  CHRONIC  DISEASE  PREVENTION,  MARY- 
LAND  DEPARTMENT  OF  HEALTH  AND  MENTAL  HYGIENE; 
MARGARET  MENDEZ,  DIRECTOR,  BREAST  AND  CERVICAL 
CANCER  CONTROL  PROGRAM,  TEXAS  DEPARTMENT  OF 
HEALTH;  AND  DAVID  MOMROW,  DIRECTOR,  BUREAU  OF 
ADULT  AND  GERONTOLOGICAL  HEALTH,  NEW  YORK  STATE 
DEPARTMENT  OF  HEALTH 

Dr.  Southard.  Thank  you  very  much,  Senator. 

We  appreciate  the  opportunity  to  share  with  you  our  experience, 
and  we  have  some  suggestions  for  enhancing  the  program. 

In  Maryland,  we  estimate  there  are  260,000  women  over  40 
years  of  age  who  have  never  had  a  mammogram  or  have  not  had 
a  recent  mammogram,  and  these  are  the  women  we  are  trying  to 
reach  and  help. 

Our  program  was  funded  by  CDC  in  January  of  1992.  In  addi- 
tion, we  also  have  used  local  funds  as  matching  funds  to  develop 
screening  programs,  and  that  began  in  1991. 

There  are  six  basic  areas  of  accomplishment  I'd  like  to  tell  you 
about.  The  first  area  that  we  have  succeeded  in  is  creating  public- 
private  partnerships  at  the  local  level.  We  have  awarded  24  grants 
to  24  local  health  departments,  and  we  have  contracts  with  300 
medical  providers  to  provide  clinical  services  such  as  mammogram, 
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clinical  breast  exams,  Pap  tests  and  pelvics.  We  also  have  28  hos- 
pitals that  are  now  participating  in  the  program. 

In  terms  of  quality  assurance,  we  have  been  able  to  have  all  66 
radiology  facilities  accredited  by  the  American  College  of  Radiology 
and  air  44  cytology  laboratories  in  compliance  with  the  Clinical 
Laboratory  Improvement  Act. 

"Reaching  the  unreached"  is  really  the  name  of  this  program. 
That  is  what  we  are  trying  to  do.  One  of  the  things  we  found  to 
be  especially  important  is  having  outreach  workers  from  the  special 
populations,  women  who  actually  live  in  the  Hispanic  and  African 
American  communities,  who  are  older  women,  and  we  have  been 
able  to  recruit  48  such  women  throughout  the  State  and  train  them 
to  help  us  reach  the  unreached  women.  This  is  also  in  collaboration 
with  the  formation  of  agency  partnerships  with  the  YWCA,  the 
American  Cancer  Society,  the  AARP,  the  Hispanic  radio  stations 
especially  in  Montgomery  County,  Easter  Seals,  and  the 
socioeconomically  disadvantaged  community. 

So  I  think  what  has  been  said  before  is  correct,  that  you  need 
to  work  with  the  people  in  the  community  who  are  in  touch  with 
these  women.  They  come  in  as  a  group,  and  they  need  to  be  encour- 
aged as  a  group  all  along  the  line. 

Also,  we  do  have  a  public  education  campaign  that  has  been 
funded  because  of  the  Governor's  support  of  the  cancer  initiative  in 
Maryland,  and  we  have  developed  television,  radio  and  newspaper 
spots,  and  we  have  an  "800"  number.  Many  people  have  heard 
about  the  availability  of  mammography  screening  through  the 
"800"  number  and  the  aired  TV  spots. 

In  addition,  in  the  first  months  of  screening,  we  have  screened 
1,400  women  with  mammography,  and  we  have  done  1,100  clinical 
breast  exams  and  1,200  Pap  tests  using  CDC  funds.  Sixtv-eight 
percent  of  these  women  had  not  had  a  mammogram  previously. 

Also  using  State  matching  funds,  we  have  screened  another 
7,500  women  with  mammography,  performed  5,500  clinical  breast 
exams,  and  done  1,200  Pap  tests  in  28  hospitals.  So  we  have 
screened  around  10,000  women  at  this  point. 

Now,  it  is  really  important  to  bring  women  back  for  rescreening, 
and  that  is  another  very  important  issue  in  this  program.  We  have 
developed  a  computerized  tracking  system  that  is  being  used  by  all 
28  hospitals  in  all  24  local  health  departments,  and  a  system  of 
local  coordinators  and  primary  care  providers  has  been  developed 
to  ensure  that  women  return  for  rescreening. 

The  next  accomplishment  is  in  treating  the  cancers  found  with 
state-of-the-art  treatment.  All  of  this  effort  really  goes  for  naught 
unless  we  provide  state-of-the-art  treatment  for  these  women  once 
the  cancers  are  found.  This  is  not  like  an  immunization  program 
where  you  can  go  out  and  give  a  shot,  and  that's  the  end  of  it.  We 
have  to  get  the  women  into  treatment. 

We  have  been  very  blessed  in  Maryland  to  have  funds  to  pay  for 
treatment;  by  raising  our  cigarette  tax,  we  were  able  to  pay  for 
treatment.  Under  the  CDC  program,  we  found  seven  breast  can- 
cers, two  cervical  cancers,  and  one  pre-invasive  cervical  cancer. 
Under  our  hospital  program,  we  found  37  breast  cancers  and  two 
invasive  cervical  cancers,  a  total  of  44  breast  cancers. 
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All  of  these  cancers  have  been  diagnosed  and  treated  with  State 
funds.  The  diagnosis  has  been  coordinated  by  a  primary  care  pro- 
vider. All  cancers  have  been  staged,  and  treatment  planning  is  car- 
ried out  with  the  help  of  an  oncologist. 

One  of  the  things  that  we  think  this  program  can  do  is  really  im- 
prove the  entire  health  care  delivery  system,  and  I  think  we  have 
seen  evidence  of  this  in  Maryland.  We  have  definitely  seen  an  in- 
crease in  the  availability  of  low-cost  screening  mammography  in 
the  State.  When  we  first  started  these  efforts,  really  the  only  mam- 
mography going  on  in  Maryland  was  diagnostic  mammography.  We 
how  have  screening  mammography  available  throughout  the  State. 
We  have  had  a  50  percent  increase  in  the  number  of  mammog- 
raphy machines  over  the  past  3  years,  and  in  rural  areas  like 
Western  Maryland,  we  have  had  a  140  percent  increase.  We  have 
had  a  40  percent  increase  in  ACR  accreditation  of  mammography 
facilities  and  a  22  percent  increase  in  the  number  of  mammography 
centers  throughout  the  State. 

So  there  has  been  a  major  impact.  The  private  sector  is  seeing 
the  importance  of  this,  and  they  are  tooling  up  to  meet  the  de- 
mand. 

Senator  Mkulski.  Doctor,  could  you  move  on  to  your  rec- 
ommendations, please? 

Dr.  Southard.  Yes.  The  recommendations  are  that  first  of  all,  I 
think  it  is  important  to  consider  the  amount  of  effort  that  it  takes 
to  run  a  program  like  this,  and  there  are  really  four  different  com- 
partments to  this  program,  the  way  I  look  at  it.  The  first  is  to  pro- 
vide adequate  funding  for  staff  who  are  responsible  for  outreach, 
follow-up  and  case  management  of  diagnosed  cases.  In  Maryland, 
we  found  that  we  need  a  minimum  of  two  outreach  coordinators, 
a  full-time  nurse  coordinator,  and  full-time  clerical  people  to  reach 
a  county  of  200,000.  This  is  fundamental.  You  have  to  have  this 
basic  structure  in  order  to  deliver  the  service.  Once  you  have  this 
in  place,  then  the  amount  of  money  that  is  spent  becomes  much 
more  cost-effective  because  the  additional  money  you  put  into  this 
program  goes  for  direct  screening  because  you  have  the  infrastruc- 
ture in  place.  The  initial  money,  though,  goes  into  establishing  this 
infrastructure. 

Also,  we  think  additional  funds  are  needed  to  pay  for  detection 
and  all  needed  diagnostic  services  so  that  sufficient  numbers  of 
unreached  women  can  be  screened  to  impact  on  mortality.  Even 
though  it  seems  like  a  lot  of  money  is  going  into  this  program,  it 
is  really  just  enough  to  get  the  infrastructure  establisnedT  If  you 
really  want  to  reach  large  numbers  and  reduce  mortality,  there  is 
going  to  need  to  be  more  money. 

Also,  I  can't  overemphasize  that  we  need  money  for  rescreening, 
and  this  is  actually  separate.  Once  you  have  screened  a  group  of 
women,  let's  say  12,000  women  a  year,  those  women  have  to  come 
back  for  rescreening  the  next  year.  That  means  you  are  no  longer 
able  to  reach  out  to  additional  women  and  that  your  program  is  en- 
tirely devoted  to  rescreening.  And  it  is  from  the  rescreening  that 
we  reduce  mortality  and  save  women's  lives.  If  we  don't  do 
rescreening,  we  won't  save  their  lives. 

Senator  Mkulski.  Doctor,  I  understand.  I  have  to  be  at  another 
meeting  by  noon,  so  I'm  going  to  ask  if  you  could  move  your  rec- 
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ommendations  along  just  a  bit  more  crisply,  and  then  I  will  turn 
to  the  other  two  witnesses. 

Dr.  Southard.  Yes,  certainly. 

We  would  like  to  recommend  that  funding  be  continued  on  a  per- 
manent basis  so  that  rescreening  can  go  on.  We  would  like  the  law 
to  be  clarified  to  indicate  that  all  funds  spent  at  the  county  level 
are  within  the  60  percent  requirement  and  are  not  considered  indi- 
rect costs. 

We  would  like  the  law  to  be  clarified  to  indicate  that  dollars 
spent  by  the  State  on  outreach,  detection,  diagnosis  and  treatment 
can  be  used  to  match  Federal  funds.  We  would  like  the  law  to  be 
clarified  to  indicate  that  private  providers  can  be  contracted  with 
to  provide  screening  and  diagnostic  services. 

We  would  like  to  recommend  that  quality  assurance  require- 
ments for  mammography  be  consolidated  under  ACR  guidelines  as 
the  national  standard  and  that  the  legislation  that  you  have  al- 
ready passed  be  implemented. 

And  then  we  would  also  like  to  recommend  that  a  program  be 
established  exactly  like  the  National  High  Blood  Pressure  Edu- 
cation Program  that  would  develop  a  national  consensus  on  detec- 
tion, diagnosis  and  treatment  guidelines  for  the  Nation.  There  is  a 
real  lack  of  this,  and  this  is  a  barrier. 

This  national  program  could  bring  together  a  national  coordinat- 
ing committee  of  agencies  and  societies;  provide  a  national  edu- 
cation program  for  both  professionals  and  the  public,  and  coordi- 
nate Federal  agencies. 

Thank  you. 

[The  prepared  statement  of  Dr.  Southard  follows:] 

Prepared  Statement  op  John  W.  Southard,  M.D. 

THE  BREAST  AND  CERVICAL  CANCER  PROBLEM  IN  MARYLAND 

Maryland  has  the  second  highest  overall  cancer  death  rate  compared  to  any  State 
in  the  Nation,  and  the  ninth  highest  death  rate  from  breast  cancer.  It  is  estimated 
that  3,400  Maryland  women  will  develop  breast  cancer  this  year,  and  850  will  die 
from  breast  cancer.  Breast  cancer  is  the  second  leading  cause  of  cancer  death  among 
Maryland  women. 

Early  detection  saves  lives.  There  is  a  92  percent  5-year  survival  rate  for  breast 
cancer  detected  in  the  local  stages,  and  100  percent  of  cervical  cancer  is  curable  if 
detected  early. 

Approximately  260,000  (27  percent)  of  women  over  40  years  of  age  in  Maryland 
have  never  had  a  mammogram  or  have  not  had  a  recent  mammogram;  91,000  adult 
women  have  never  had  a  clinical  breast  exam,  and  121,000  adult  women  have  never 
had  a  Pap  test. 

There  are  approximately  241,032  uninsured  females  40  years  of  age  or  older  in 
Maryland,  of  these,  over  105,000  have  not  had  a  recent  mammogram.  These  are  the 
women  targeted  to  be  screened  by  Maryland's  Breast  and  Cervical  Cancer  Program. 

MARYLAND'S  BREAST  AND  CERVICAL  CANCER  PROGRAM 

Maryland  received  funding  from  the  Federal  Centers  for  Disease  Control  and  pre- 
vention for  the  Breast  and  Cervical  Cancer  Program  on  January  31,  1992  and  utiliz- 
ing local  funding  began  developing  a  hospital  based  mammography  screening  pro- 
gram in  1991.  Since  that  time  the  following  has  been  accomplished: 
— Formation  of  public/Private  partnerships  at  the  local  level: 

— Grants  have  been  awarded  to  all  24  local  health  departments  to  ensure 
that  services  are  available. 

— Local  health  departments  have  contracted  with  over  300  medical  provid- 
ers to  provide  clinical  services  (e.g.  mammograms,  clinical  breast  exams, 
Pap  tests,  pelvics). 
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— Twenty-eight  hospitals  are  now  participating  in  locally  funded  breast  can- 
cer screening  programs. 
— Quality  Assurance 

—AH  66  radiology  facilities  are  accredited  by  the  American  college  of  Radi- 
olor" 


— All  44  cytology  laboratories  are  in  compliance  with  the  Clinical  Labora- 
tory Improvement  Act. 
— Reaching  the  unreached 

— 48  outreach  workers  have  been  recruited  and  trained  from  the  target  spe- 
cial populations  utilizing  state  funds  and  these  individuals  are  now  bring- 
ing unreached  women  to  screening. 

— A  one  million  dollar  State-wide  Public  Education  Program  was  imple- 
mented using  State  funds;  media  spots  have  been  developed  and  airedon 
TV,  radio,  in  newspapers,  an  800  number  has  been  made  available,  a  news- 
letter developed,  media  tours  and  interviews  are  being  carried  out. 
— Formation  of  agency  partnerships  to  reach  the  unreached  such  as  with 
the  YWCA,  American  Cancer  Society,  the  Cancer  Information  Service, 
AARP,  Hispanic  Radio  stations,  Easter  Seals,  and  the  Socio-Economically 
Disadvantaged  Committee. 

—In  the  first  months  of  screening,    1,432  mammograms,    1,136  clinical 
breast  exams  and  1,222  Pap  tests  were  performed  utiEzing  CDC  funds.  An- 
nual screening  should  reach  about  12,000  women  using  CDC  funds. 
-^Sixty-eight  percent  of  persons  screened  for  mammography  had  been  pre- 
viously unreached  (no  recent  mammogram  or  never  had  a  mammogram). 
—Utilizing  State  matching  funds  an  additional  7,572  mammograms,  5,562 
clinical  breast  exams  and  1,217  paps  have  been  performed  by  28  hospitals 
throughout  the  State. 
— Bringing  in  women  for  rescreening 

— A  computerized  tracking  system  to  follow  women  has  been  developed. 
— A  system  of  local  coordinators  and  primary  care  providers  has  been  devel- 
oped to  assure  women  return  for  rescreening. 
—Treating  cancers  found  with  State  of  the  art  treatments 

— Seven  breast  cancers  and  1  cervical  cancer  have  been  found  using  CDC 
funds. 

— Thirty-five  breast  cancers  have  been  found  with  local  matching  dollars. 
— All  of  these  cancers  have  been  treated  using  State  funds. 
— Diagnosis  is  coordinated  by  a  primary  care  provider. 
— All  cancers  are  staged. 

— Treatment  planning  is  carried  out  with  an  oncologist. 
—Increased  capacity  of  private  sector  to  deliver  breast  and  cervical  cancer  serv- 
ices including: 

— Increase  in  availability  of  low  cost  screening  mammography  from  a  few 

mobile  units  in  the  Baltimore  area  to  sites  throughout  the  State  over  the 

past  2  years. 

— Fifty  percent  increase  in  the  number  of  mammography  machines  over  the 

past  3  years  and  in  rural  areas  there  has  been  a  140  percent  increase. 

— Forty  percent  increase  in  ACR  accreditation  of  mammography  facilities 

over  the  past  3  years. 

— Twenty-two  percent  increase  in  the  number  of  mammography  centers  in 

the  State  over  the  past  3  years. 

GOALS  OF  THE  PROGRAM — MEASURING  SUCCESS 

The  Maryland  program  will  be  evaluating  the  success  of  the  program  by  collecting 
information  that  answers  the  following  questions: 
— Effectiveness  and  quality  of  screening 

— Are  we  reaching  the  previously  unreached  woman  over  50  (never  had  a 

screen,  no  recent  screen,  no  previous  access  to  or  availability  of  screening)? 

— Are  we  utilizing  high  quality  screening  tests? 

— Are  we  bringing  these  women  back  for  annual  rescreening? 

— Are  we  finding  small  (<2cm)  invasive  breast  cancers  and  precancerous 

cervical  leisions  in  these  rescreened  women? 

—Are  we  treating  the  cancers  with  state  of  the  art  treatment  in  a  timely 

manner? 
— Capacity  Building/Institutionalization 

— Are  we  increasing  the  capacity  of  public,  private  and  voluntary  sectors  to 

deliver  breast  and  cervical  cancer  services? 

— Are  we  improving  the  quality  of  services  in  the  private  sector? 
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RECOMMENDATIONS 

Based  on  Maryland's  experience  the  following  recommendations  are  made  to  im- 
prove the  program: 

— To  provide  adequate  funding  for  staff  who  are  responsible  for  outreach,  follow- 
up  and  case  management  of  diagnosed  cases.  In  Maryland,  we  have  found  that 
we  needed  at  a  minimum  two  Full-time  outreach  coordinators  (recruited  from 
the  targeted  special  populations),  a  full-time  nurse  coordinator  and  a  full-time 
clerical  level  person  in  each  subdivision  of  approximately  200,000  persons. 
— Provide  additional  funds  to  pay  for  detection  and  all  needed  diagnostic  serv- 
ices so  that  sufficient  numbers  of  unreached  women  can  be  screened  to  impact 
on  mortality. 

— Provide  additional  funds  to  pay  for  rescreening  50  that  small  invasive  cancers 
can  be  detected  and  mortality  reduced. 

—Continue  funding  on  a  permanent  basis  so  that  rescreening  will  detect  new 
cancers  as  they  arise  and  reduction  in  mortality  will  be  possible. 
—Clarify  the  law  to  indicate  that  all  funds  spent  at  the  bounty  level  are  within 
the  60  percent  requirement  and  are  not  considered  indirect  costs. 
—Clarify  the  law  to  indicate  that  dollars  spent  by  the  State  on  outreach,  detec- 
tion, diagnosis  and  treatment  can  be  used  to  match  Federal  funds  to  encourage 
States  to  provide  funds  in  all  areas  of  the  program. 

—Clarify  the  law  to  indicate  that  private  providers  can  be  contracted  with  to 
provide  screening  and  diagnostic  services  under  this  program. 
— Consolidate  quality  assurance  requirements  for  mammography  under  ACR 
Guidelines  and  pass  legislation  requiring  all  mammography  facilities  to  meet 
these  Quality  Assurance  Requirements. 

— Fund  a  National  Breast  and  Cervical  Cancer  Education  Program  similar  to 
the  National  High  Blood  Pressure  Education  Program  that  would: 

— Develop  national  consensus  guidelines  for  the  detection,  diagnosis  and 
treatment  of  breast  and  cervical  cancer. 

— Bring  together  a  national  coordinating  committee  of  agencies  and  soci- 
eties. 

— Provide  a  National  Education  Program  for  the  public  and  professionals 
— Coordinate  Federal  agencies. 

Senator  Mikulski.  Thank  you,  Dr.  Southard.  We  can  see  why  the 
Maryland  program  has  expanded.  We  estimated  that  it  would  be 
somewhere  between  7,000  and  12,000,  and  you  came  right  in  at 
10,000;  well-done. 

Let's  turn  to  Ms.  Margaret  Mendez  from  Texas,  which  we  also 
know  has  a  very  innovative  program. 

Ms.  Mendez.  Thank  you,  Senator  Mikulski. 

I  am  Margaret  Mendez.  I  am  the  director  for  the  Texas  Breast 
and  Cervical  Cancer  Program  which  is  part  of  the  Texas  Depart- 
ment of  Health. 

I  am  pleased  to  be  with  you,  and  I  have  submitted  written  testi- 
mony and  want  to  cover  only  three  areas  in  that  testimony. 

First,  I  am  glad  to  be  able  to  tell  you  generally  about  our  pro- 
gram and  some  of  the  areas  where  we  would  like  to  see  some 
changes  or  something  of  a  wish  list. 

First,  Texas  is  one  of  the  first  of  eight  States  selected  as  a  com- 
prehensive State.  We  were  selected  in  the  fall  of  1991,  and  within 
3  months  were  able  to  start  the  screening.  The  emphasis  early  on 
was  on  getting  the  program  started.  But  one  does  not  do  that  with- 
out having  a  great  deal  of  support,  and  we  have  had  that.  As  you 
indicated,  early  on,  the  Komen  Foundation  was  absolutely  an  es- 
sential part  of  the  Texas  program  and,  of  course,  has  been  nation- 
ally also.  And  I  know  Elin  Greenberg  is  here  to  submit  some  writ- 
ten testimony  for  today. 

In  addition,  we  work  closely  with  the  ACS  at  the  State  and  local 
levels,  and  they  also  in  Texas  contribute  a  substantial  amount  of 
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money  in  terms  of  both  public  education  and  also  professional  edu- 
cation. 

We  are  also  one  of  the  first  States  to  go  out  and  contract  directly 
with  the  YWCA.  They  serve  as  an  outstanding  provider  in  our  area 
and  basically  broker  services  in  a  fairly  rural  part  of  Texas  and 
have  brought  in  some  private  practitioners  and  have  been  very  suc- 
cessful at  that. 

In  designing  the  program,  one  of  our  main  emphases  was,  as 
many  people  have  said,  that  we  did  not  want  to  manage  a  State 
program.  We  wanted  to  manage  some  local  programs.  We  work 
with  35  different  projects  that  provide  services  at  more  than  300 
different  sites,  and  basically,  those  contractors  operate  at  a  very 
local  level. 

We  went  out  and  specifically  selected  agencies  that  had  access  to 
the  women  that  we  are  trying  to  target,  that  knew  how  to  work 
with  women  who  didn't  normally  come  in  for  preventive  care.  They 
had  access  to  the  target  populations,  and  they  knew  how  to  access 
diagnostic  and  treatment  resources. 

I  know  this  is  a  very  important  concern  of  Congress,  and  we  have 
worked  very  hard,  and  it  is  often  a  very  case-by-case,  step-by-step 
situation  to  try  to  make  sure  that  a  women  gets  the  diagnostic  and 
treatment  resources  that  she  needs.  As  I  said,  we  have  35  different 
providers  now,  and  they  are  operating  out  of  about  320  different 
sites. 

The  other  thing  I  wanted  to  emphasize  is  some  of  our  prelimi- 
nary findings.  Some  of  the  numbers  that  Dr.  Wyatt  gave  you  this 
morning  will,  I  am  sure,  be  updated  shortly  because  all  of  us  need 
to  provide  new  numbers  in  the  next  couple  of  weeks. 

In  the  last  year  and  a  half  we  have  seen  about  27,000  women. 
As  I  said,  I  think  we  started  fairly  early,  and  that  is  why  our  num- 
bers are  relatively  high.  We  know  from  the  preliminary  information 
we  are  looking  at  that  these  are  the  women  who  need  care.  About 
half  of  the  women  we  see  for  both  breast  and  cervical  cancers  are 
Hispanic,  about  a  third  are  white,  and  about  17  to  20  percent  are 
African  American.  We  feel  very  strongly  that  we  need  to  make 
more  inroads  with  the  African  American  population.  One  way  to  do 
that  is  to  have  increased  funding  so  we  can  attract  providers  who 
know  how  to  reach  that  population. 

We  are  especially  pleased  that  many  of  the  women  receiving 
services  are  actually  the  targeted  age  groups  that  we  want.  With 
breast  cancer,  50  to  60  percent  of  them  are  50  years  of  age  or  older; 
with  cervical  cancer,  about  half  of  them  are  40  and  older — a  group 
that  is  very  hard  to  bring  in  for  cervical  screening. 

We  also  know  that  about  70  percent  of  the  women  who  are  com- 
ing in  for  their  first  mammogram  have  never  had  a  mammogram 
before,  even  though  half  of  them  are  50  years  of  age  or  older.  So 
we  know  that  we  are  reaching  the  right  group.  In  the  cervical  area, 
on  the  average,  about  25  percent  have  never  had  a  Pap  test,  or 
don't  know  if  they  have  ever  had  a  Pap  test,  and  this  in  spite  of 
the  fact  that  cervical  screening  and  Pap  tests  are  so  inexpensive 
and  so  well-funded  both  by  the  State  and  the  Federal  Government. 

When  we  do  screening,  we  have  found  that  about  a  quarter  of 
them  are  going  to  need  some  diagnostic  follow-up.  And,  although 
most  of  that  ends  up  being  short-term,  benign  follow-up,  that 
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means  that  every  fourth  woman,  you  are  going  to  need  to  follow 
very  closely  through  the  system,  and  someone  is  going  to  have  to 
spend  very  hands-on  time  with  that  individual  to  get  ner  through 
the  system,  and  sometimes  through  several  different  systems. 

As  of  now.  we  have  identified  more  than  200  cancers.  That  has 
increased  substantially  over  the  last  6  or  7  months.  We  think  that 
we  are  making  inroads  into  a  population  that  we  were  not  seeing 
early  on — probably  a  population  that  is  just  hearing  more  about  the 
program  now. 

Last,  I  would  like  to  talk  about  some  of  our  wish  list.  First  of 
all,  we  are  very  pleased  to  see  the  amendment  that  private  entities 
be  considered  as  participants  in  this  program.  The  health  care  de- 
livery system  in  Texas,  and  I  am  sure  in  all  States,  has  to  consider 
Srivate  entities  whether  they  are  profit  or  not-for-profit.  We  cannot 
eliver  this  program  unless  they  can  be  providers. 

Second,  we  again  want  to  emphasize  the  great  time  and  money 
that  has  to  go  into  diagnostic  and  follow-up  care.  We  would  like  to 
see  a  little  bit  more  flexibility  in  terms  of  the  services  that  can  be 
covered.  Once  again,  our  providers  spend  a  lot  of  time  trying  to  ac- 
cess different  diagnostic  services  in  their  communities.  Again,  the 
matching  requirement  is  a  big  concern  for  us.  We  agree  with  the 
philosophy  and  the  thoughts  behind  the  matching  requirement,  but 
even  if  you  tripled  the  size  of  this  program,  we  would  not  be  able 
to  increase  our  match,  so  essentially  we  would  have  to  stay  at  level 
funding.  And,  as  Dr.  Southard  said,  we  would  basically  continue  to 
rescreen  the  same  women. 

I  think  one  of  the  last  figures  I  submitted  in  the  testimony  indi- 
cated that  even  with  the  numbers  that  we  have  reached,  we  are 
reaching  less  than  2  percent  of  those  in  Texas  who  are  potentially 
eligible.  We  know  that  there  is  no  way  that  we  could  see  1.5  mil- 
lion women.  There  is  no  infrastructure  for  that,  and  some  of  those 
would  never  come  in  or  want  the  service.  But  we  think  we  need  to 
be  able  to  substantially  increase  that  proportion. 

Finally,  just  in  general,  on  expansion  of  the  program,  it  is  very 
expensive  to  reach  women  in  rural  areas,  and  as  you  reach  one 
group  of  women,  it  is  going  to  get  more  expensive  to  reach  some 
others.  So  not  only  for  Texas,  but  we  would  like  to  see  expansion 
of  the  program  in  general. 

I  thank  you  very  much  and  would  be  pleased  to  answer  any 
questions. 

[The  prepared  statement  of  Ms.  Mendez  appears  in  the  appen- 
dix.] 

Senator  Mikulski.  We  thank  you,  Ms.  Mendez.  We  know  that  a 
good  part  of  the  success — and  I  know  we  are  about  to  hear  from 
New  York — is  due  to  Governors  who  have  been  absolutely  commit- 
ted to  this  type  of  endeavor.  I  know  Governor  Schaefer  has  his  spe- 
cial Task  Force  on  Cancer  Prevention.  Detection  and  Treatment;  I 
certainly  know  of  Governor  Annie's  longstanding  commitment  to 
this  in  Texas.  This  is  a  topic  that  she  and  I  have  discussed  person- 
ally, and  now  I  am  glad  to  meet  the  lady  behind  all  her  bragging 
to  me  about  her  program.  And  of  course,  we  know  of  Governor 
Cuomo's  deep  commitment  as  well. 

Now,  before  you  proceed,  Mr.  Momrow,  I  know  that  Dr.  Southard 
is  an  M.D.,  but  what  is  your  background,  Ms.  Mendez? 
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Ms.  Mendez.  I  have  an  M.PA.  in  health  administration.  My 
background  is  in  clinical  services,  clinical  administration. 

Senator  Mikulski.  And  you  are  an  M.P.H.,  Mr.  Momrow? 

Mr.  Momrow.  That's  correct,  Senator. 

Senator  Mikulski.  I  think  what  we  often  overlook  in  the  whole 
health  care  debate  is  that  it  is  not  only  reimbursement  for  medical 
treatment,  but  it  is  the  public  health  model,  and  each  one  of  you 
have  trained  in  the  administration  of  public  health  models,  which 
makes  the  reimbursement  system  effective. 

So  why  don't  we  now  hear  from  New  York. 

Mr.  Momrow.  Thank  you,  Senator,  and  in  the  interest  of  time, 
I  will  abbreviate  my  comments. 

Senator  Mikulski,  it  is  my  honor  to  represent  the  American  Pub- 
lic Health  Association  and  the  Association  of  State  and  Territorial 
Chronic  Disease  Program  Directors  today. 

Senator  Mikulski.  Oh,  I  see.  So  in  addition  to  your  hat  as  the 
big  New  Yorker,  coming  from  the  Big  Apple,  you  are  representing 
a  whole  orchard.  [Laughter.] 

Mr.  Momrow.  Yes.  I  wear  three  hats  today.  Thank  you. 

My  name  is  David  Momrow — that  is  "Mom"  as  in  "mother''  as  op- 
posed to  "Mam"  as  in  "mammography" — and  I  serve  as  the  acting 
director  of  the  Bureau  of  Adult  and  Gerontological  Health  with  the 
New  York  State  Department  of  Health  in  Albany. 

I  am  especially  pleased  to  speak  with  you  about  the  Breast  and 
Cervical  Cancer  Mortality  Prevention  Act  of  1990,  and  I  urge  you 
to  reauthorize  this  critical  legislation. 

As  you  know,  Senator,  this  program  has  been  fully  implemented 
in  12  States.  Although  New  York  State  is  not  currently  receiving 
Federal  support  for  a  comprehensive  breast  and  cervical  cancer 
control  program,  we  certainly  hope  to  receive  such  funding  very 
soon. 

As  far  as  breast  cancer  is  concerned  in  New  York,  it  is  a  tremen- 
dous burden.  It  is  the  most  common  cancer  found  in  women  in  New 
York  State,  with  more  than  10,000  new  cases  and  3,700  deaths  re- 
ported each  year.  That  represents  over  25  percent  of  all  malig- 
nancies occurring  in  women. 

In  comparison  to  breast  cancer,  cervical  cancer  has  a  smaller  im- 
pact on  the  health  of  women  in  New  York  State.  Incidence  rates 
are  comparable  to  those  reported  for  the  Nation,  and  mortality 
rates  are  consistently  lower,  and  yet  every  one  of  the  340  cervical 
cancer  deaths  that  occur  in  New  York  each  year  are  preventable, 
because  this  disease  is  curable  when  detected  in  its  earliest  stages. 

We  are  extremely  grateful,  Senator  Mikulski,  for  your  sponsor- 
ship, or  as  you  more  appropriately  put  it,  for  serving  as  the  archi- 
tect of  the  Breast  and  Cervical  Cancer  Mortality  Prevention  Act  of 
1990.  I  can  assure  you  that  the  public  health  community  also  ap- 
preciates the  funding  provided  through  the  program  which  has  en- 
abled 12  States  to  begin  offering  comprehensive  breast  and  cervical 
cancer  control  services.  It  has  also  been  extremely  helpful  that 

glanning  grants  have  been  made  available  to  an  additional  18 
tates,  including  New  York,  for  development  of  the  surveillance, 
public  and  professional  education,  outreach,  tracking,  follow-up  and 
quality  control  components  that  must  be  in  place  along  with 
screening  for  an  effective  program. 
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We  must  not  suffer  under  the  illusion,  however,  that  we  have  a 
national  comprehensive  breast  and  cervical  cancer  control  program 
today.  Just  as  it  would  be  unacceptable  for  immunization,  sexually 
transmitted  disease,  and  tuberculosis  control  programs  to  be  sup- 
ported in  only  12  States,  it  is  equally  unacceptable  to  the  women 
of  this  country  to  have  comprehensive  breast  and  cervical  cancer 
control  programs  in  only  12  States. 

I  would  like  to  advise  you  today  that  the  States  are  not  only  sup- 
portive of  the  continuing  authorization  for  this  program  but  are 
ready  for  a  significant  increase  in  the  annual  appropriation  for  this 
program  in  the  amount  of  $200  million  as  requested  by  the  Amer- 
ican Public  Health  Association.  This  will  permit  the  Centers  for 
Disease  Control  and  Prevention  to  expand  support  for  all  States  for 
provision  of  comprehensive  breast  and  cervical  cancer  control  serv- 
ices. 

While  we  are  extremely  hopeful  about  the  favorable  impact  of  re- 
search in  such  areas  as  molecular  biology  and  contributing  to  the 
earlier  detection,  more  favorable  prognosis,  and  perhaps  even  pre- 
vention of  breast  cancer,  we  must  invest  more  significantly  in  what 
we  currently  know  about  reducing  mortality  from  this  dreaded  dis- 
ease. In  this  decade,  an  estimated  2  million  women  in  this  country 
will  learn  they  have  breast  or  cervical  cancer,  and  more  than  half 
a  million  women  are  expected  to  lose  their  lives.  A  disproportionate 
number  of  these  deaths  will  occur  among  women  of  low  income. 

Mammography  screening  remains  the  single  most  effective  meth- 
od of  detecting  breast  cancer  in  its  earliest,  most  curable  stages. 
The  Pap  test  introduced  in  the  1940's  provides  the  means  to  pre- 
vent virtually  all  deaths  from  cervical  cancer.  It  will  be  a  tremen- 
dous let-down  for  the  women  residing  in  the  38  States  not  cur- 
rently receiving  Federal  comprehensive  breast  and  cervical  cancer 
dollars  if  Congress  is  unable  to  extend  this  critically  important  pro- 
gram to  all  States  in  the  very  near  future. 

We  are  fortunate  in  New  York  to  have  an  annual  State  appro- 
priate supporting  a  breast  cancer  detection  and  education  program. 
We  have  actually  had  a  breast  cancer  detection  and  education  pro- 
gram since  1987,  and  the  current  State  appropriation  is  $2.5  mil- 
lion. And  I  would  like  to  reiterate  your  acknowledgement  of  Gov- 
ernor Cuomo's  support  of  this  program.  In  fact,  Mrs.  Cuomo  serves 
as  the  co-chair  of  our  statewide  breast  cancer  advisory  committee. 

We  are  also  privileged  to  have  such  competent  and  dedicated 
health  professionals  as  Dr.  Harold  Freeman,  chief  of  surgery  at 
Harlem  Hospital  and  former  president  of  the  American  Cancer  So- 
ciety. It  is  so  discouraging,  however,  to  visit  Harlem  Hospital  and 
to  see  Dr.  Freeman's  slides  showing  the  fulminating  breast  cancer 
tumors  for  low  socioeconomic  women  who  come  to  tne  hospital  for 
the  first  time  during  the  latter  states  of  breast  cancer  when  the 
prognosis  for  survival  is  so  poor.  Fortunately,  the  Breast  Examina- 
tion Center  of  Harlem  is  now  offering  these  culturally  sensitive 
services  to  the  African  American  women  of  central  Harlem,  but  we 
must  also  have  the  resources,  however,  to  extend  them  to  the 
women  of  Bedford-Stuyvesant,  to  the  rural  poor  of  the  Adirondack 
region,  and  numerous  other  communities  throughout  New  York 
State  and  indeed  throughout  our  country. 
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This  is  a  very  exciting  time  in  our  country  as  the  issue  of  health 
care  reform  has  been  elevated  to  the  highest  levels  of  our  govern- 
ment for  consideration.  I  would  suggest,  however,  that  even  if  we 
could  create  a  new  health  care  delivery  system  overnight,  charac- 
terized by  universal  access  and  a  package  of  minimum Tbenefits  in- 
cluding mammographic  and  Pap  screening,  we  would  still  need  a 
program  of  this  nature.  We  have  already  learned  the  unexpectedly 
small  role  that  access  plays  in  the  screening  equation.  Were  access 
assured,  we  would  still  need  to  educate  women  to  find  and  moti- 
vate the  underserved,  the  solidify  the  commitment  of  health  care 
providers  to  early  detection  and  to  enhance  their  skills  and  to  in- 
vest necessary  and  considerable  time  to  connect  women  with  abnor- 
mal results  to  diagnostic  testing  and  treatment. 

In  fact,  as  an  aside,  I  might  point  out  that  Dr.  Freeman  in  Har- 
lem Hospital  has  developed  a  concept  of  a  patient  navigator  be- 
cause screening,  as  mv  colleagues  have  pointed  out,  is  not  the  end 
stage.  If  a  woman  is  detected  as  having  a  positive  mammogram,  or 
a  mammogram  with  suspicious  findings,  there  is  a  whole  complex 
path  through  which  people  have  to  navigate  or  fed  their  way 
through  diagnostic  testing  and  whatever  the  recommended  treat- 
ments might  be,  and  the  follow-up  tracking  systems  and  initiatives 
are  so  important. 

This  public  health  context  is  essential  to  the  success  of  com- 
prehensive early  disease  detection  and  control  programs. 

In  summary,  I  ask  for  your  reauthorization  of  the  Breast  and 
Cervical  Cancer  Mortality  Prevention  Act  and  for  adequate  funding 
of  this  program  to  help  reduce  the  impact  of  these  diseases  on  the 
2  million  American  women  who  will  be  diagnosed  this  decade.  They 
just  cannot  wait  for  incremental  funding  to  support  a  few  new 
States  each  year. 

Thank  you,  Senator. 

[The  prepared  statement  of  Mr.  Momrow  follows:] 

Prepared  Statement  of  David  C.  Momrow,  M.P.H. 

Madame  Chairman  and  distinguished  members  of  the  committee.  It  is  my  honor 
to  represent  the  American  Public  Health  Association  and  the  Association  of  State 
and  Territorial  Chronic  Disease  Program  Directors  today  on  the  critical  issue  of 
breast  and  cervical  cancer  control.  My  name  is  David  C.  Momrow  and  I  serve  as 
the  acting  director  of  the  Bureau  of  Adult  and  Gerontological  Health  with  the  New 
York  State  Department  of  Health  in  Albany.  I  am  especially  pleased  to  speak  with 
you  on  behalf  of  the  "Breast  and  Cervical  Cancer  Mortality  Prevention  Act  of  1990" 
and  I  urge  you  to  reauthorize  this  critical  legislation.  As  you  know,  the  program  es- 
tablished by  this  law  has  been  fully  implemented  in  12  States.  Although  New  York 
State  is  not  currently  receiving  Federal  support  for  a  comprehensive  breast  and  cer- 
vical cancer  control  program,  we  certainly  hope  to  receive  such  funding  very  soon. 

Let  me  tell  you  about  the  burden  of  breast  cancer  in  New  York.  It  is  the  most 
common  cancer  among  women  in  New  York  State,  with  more  than  10,000  new  cases 
and  3,700  deaths  reported  each  year.  Breast  cancer  represent  over  26  percent  of  all 
malignancies  occurring  in  women. 

Mortality,  although  relatively  stable,  remains  a  concern.  New  York  State  ranks 
fourth  among  all  the  States  in  breast  cancer  mortality  for  white  women.  Despite 
lower  overall  incidence  rates,  black  women  experience  breast  cancer  mortality  rates 
approaching  those  observed  in  whites,  along  with  lower  5-year  survival.  A  substan- 
tial proportion  of  these  deaths  represents  failures  of  our  health  care  delivery  system 
and  public  health  strategies  in  educating  and  motivating  women  and  providing  com- 
prehensive breast  cancer  screening  and  treatment  services. 

In  comparison  to  breast  cancer,  cervical  cancer  has  a  smaller  impact  on  the  health 
of  women  in  New  York  State.  Incidence  rates  are  comparable  to  those  reported  for 
the  Nation,  and  mortality  rates  are  consistently  lower.  Yet,  every  one  of  the  340  cer- 
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vical  cancer  deaths  that  occur  each  year  in  New  York  is  preventable,  because  this 
disease  is  curable  when  detected  in  its  earliest  stages.  Invasive  and  in-situ  cervical 
cancer  incidence  rates  tend  to  be  higher  in  New  York  City  than  elsewhere  in  the 
State.  Invasive  incidence  and  mortality  rates  in  blacks  and  Latinas  are  2  to  3  times 
higher  than  those  observed  in  whites,  with  increases  most  pronounced  among  mid- 
dle-aged and  older  women. 

We  are  extremely  grateful  Madame  Chairman  for  your  sponsorship  of  the  "Breast 
and  Cervical  Cancer  Mortality  Prevention  Act  of  1990."  On  behalf  of  the  American 
Public  Health  Association,  I  can  assure  you  that  the  public  health  community  also 
appreciates  the  funding  provided  through  the  program  which  has  enabled  12  States 
to  begin  offering  comprehensive  breast  and  cervical  cancer  control  services.  It  has 
also  been  extremely  helpful  that  planning  grants  have  been  made  available  to  an 
additional  18  other  States,  including  New  York,  for  development  of  the  surveillance, 
public  and  professional  education,  outreach,  tracking,  follow-up  and  quality  control 
components  that  must  be  in  place  along  with  screening  for  an  effective  program. 

We  must  not  suffer  under  the  illusion,  however,  that  we  have  a  national  com- 
prehensive breast  and  cervical  cancer  control  program  today.  Just  as  it  would  be  un- 
acceptable for  immunization,  sexually  transmitted  disease  and  tuberculosis  pro- 
grams to  be  supported  in  only  12  States,  it  is  equally  unacceptable  to  the  women 
of  this  country  to  have  comprehensive  breast  and  cervical  cancer  control  programs 
in  only  12  States. 

I  would  like  to  advise  you  today  that  the  States  are  not  only  supportive  of  the 
continuing  authorization  for  this  program  but  are  ready  for  a  significant  increase 
in  the  annual  appropriation  for  this  program  in  the  amount  of  $200  million  as  re- 
quested by  the  American  Public  Health  Association.  This  will  permit  the  Centers 
for  Disease  Control  and  Prevention  to  expand  support  to  all  States  for  provision  of 
comprehensive  breast  and  cervical  cancer  detection  control  services. 

While  we  are  extremely  hopeful  about  the  favorable  impact  of  research  in  such 
areas  as  molecular  biology  in  contributing  to  the  earlier  detection,  more  favorable 
prognosis,  and  perhaps  even  prevention  of  breast  cancer,  we  must  invest  more  sig- 
nificantly in  what  we  currently  know  about  reducing  mortality  from  this  dreaded 
disease.  In  this  decade,  an  estimated  2  million  women  will  learn  they  have  breast 
or  cervical  cancer,  and  more  than  half  a  million  women  are  expected  to  lose  their 
lives.  A  disproportionate  number  of  these  deaths  will  occur  among  women  of  low  in- 
come. 

Mammopraphy  screening  remains  the  single  most  effective  method  of  detecting 
breast  cancer  in  its  early  most  curable  stages.  The  Papanicolaou  (or  Pap)  test,  intro- 
duced in  the  1940's  provides  the  means  to  prevent  virtually  all  deaths  from  cervical 
cancer. 

It  will  be  a  tremendous  let  down  for  the  women  residing  in  the  38  States  not  cur- 
rently receiving  Federal  comprehensive  breast  and  cervical  cancer  dollars  if  Con- 
gress is  unable  to  extend  this  critically  important  program  to  all  States  in  the  very 
near  future. 

I  would  also  like  to  discuss  the  diverse  characteristics  of  the  women  who  benefit 
from  these  programs.  New  York  State  women,  for  example,  represent  a  myriad  of 
cultural,  ethnic  and  racial  groups,  increasing  significantly  the  challenge  inherent  in 
public  education,  targeted  outreach  and  appropriate  provision  of  services.  Currently, 
we  are  gathering  information  about  the  beliefs  and  practices  of  five  sub-populations: 
rural  elderly  women,  migrant  workers,  American  Indians,  Latinas  and  older  Afri- 
can-American women — through  our  CDC  funded  planning  grant.  This  information 
will  be  used  in  targeting  our  educational  efforts  to  these  special  populations. 

We  are  fortunate  to  have  an  annual  State  appropriation  supporting  a  Breast  Can- 
cer Detection  and  Education  Program  in  New  York  State.  We  are  also  privileged  to 
have  competent,  dedicated  health  professionals  such  as  Dr.  Harold  Freeman,  chief 
of  medicine  at  Harlem  Hospital  and  former  president  of  the  American  Cancer  Soci- 
ety. It  is  so  discouraging,  however,  to  see  Dr.  Freeman's  slides  showing  the  ful- 
minating, breast  cancer  tumors  for  low  socioeconomic  women  who  come  to  the  hos- 
{>ital  for  the  first  time  during  the  later  stages  of  breast  cancer  when  the  prognosis 
or  survival  is  so  poor.  Fortunately,  the  Breast  Examination  Center  of  Harlem  is 
now  offering  these  culturally  sensitive  services  to  the  African-American  women  of 
Central  Harlem.  We  must  have  the  resources,  however,  to  extend  them  to  the 
women  of  Bedford-Stuyvesant,  the  rural  poor  of  the  Adirondack  Region  and  numer- 
ous other  communities  throughout  New  York  State,  and  indeed,  throughout  the 
country. 

This  is  a  very  exciting  time  in  our  country  as  the  issue  of  health  reform  has  been 
elevated  to  the  highest  levels  of  our  government  for  consideration.  I  would  suggest, 
however,  that  even  if  we  could  create  a  new  health  care  delivery  system  overnight, 
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characterized  by  universal  access  and  a  package  of  minimum  benefits  including 
mammographic  and  pap  screening,  we  would  still  need  this  Federal  program. 

We  have  already  learned  the  unexpectedly  small  role  access  plays  in  the  screening 
equation.  Were  access  assured,  we  would  still  need  to  educate  women,  to  find  and 
motivate  the  underserved,  to  solidify  the  commitment  of  health  care  providers  to 
early  detection  and  to  enhance  their  skills,  and  to  invest  necessary  (and  consider- 
able) time  to  connect  women  with  abnormal  results  to  diagnostic  testing  and  treat- 
ment. 

There  is  a  public  health  context  that  is  essential  to  the  success  of  comprehensive 
early  disease  detection  and  control  programs. 

In  summary,  I  ask  for  your  reauthorization  of  the  Breast  and  Cervical  Cancer 
Mortality  Prevention  Act  and  for  adequate  funding  of  this  program  to  help  reduce 
the  impact  of  these  diseases  on  the  2  million  American  women  who  will  be  diag- 
nosed this  decade.  They  just  can't  wait  for  incremental  funding  to  support  a  few  new 
States  each  year. 

Thank  you  very  much  for  the  opportunity  to  discuss  these  issues  with  you  today. 

Senator  MlKULSKl.  Thank  you  very  much,  Mr.  Momrow,  and  all 
of  you  for  your  testimony. 

I  am  just  going  to  go  over  a  question  or  two,  because  in  each  one 
of  your  testimonies,  you  not  only  cover  what  you  have  done,  but  I 
think  you  gave  us  really  specific  recommendations  on  how  to  im- 
prove the  program. 

What  emerges  are  the  issues  around  culture,  language  and  trans- 
portation. Could  you  elaborate  in  each  one  of  your  areas — first  of 
all,  you,  Mr.  Momrow,  speaking  for  the  whole  association — how  you 
dealt  with  that?  I  know  you  outlined  very  clear  that  this  was  cru- 
cial, but  even  if  we  had  national  health  insurance  reform,  we  would 
need  these  public  health  initiatives  to  see  that  the  insurance  re- 
form was  taken  advantage  of. 

Mr.  Momrow.  Well,  Governor  Cuomo  is  always  fond  of  talking 
about  the  "family"  of  New  York.  New  York  is  just  reflective  of  our 
entire  country.  We  have  such  considerable  diversity  in  our  popu- 
lation. We  have  4  million  women  over  40  years  of  age.  We  estimate 
that  250,000  of  those  women  do  not  or  have  great  difficulty  in 
speaking  English,  which  is  a  reflection  of  considerable  diversity  in 
immigrant  populations  and  so  forth,  and  it  takes  a  great  deal  of  ef- 
fort through  indigenous  community  groups  and  through  outreach  to 
establish 

Senator  Mikulski.  But  tell  me  what  you  have  done  to  overcome 
those  barriers.  Outreach  is  an  abstraction. 

Mr.  Momrow.  OK.  What  we  are  doing  is  we  have  staff  people 
dedicated  to  working  with  community  groups,  serving  those  respec- 
tive populations,  with  a  focus  on  Latinas,  American  Indian  women, 
rural  women  and  older  African  American  women,  to  determine 
what  the  cultural  barriers  are  in  terms  of  fear  of  mammography, 
or  access  issues,  or  just  general  information  about  their  risk  and 
so  forth,  and  attempting  to  develop  appropriate  messages  and 
channels — not  to  take  the  standard  pamphlet  or  booklet  or  what- 
ever, but  to  start  from  scratch  and  learn  what  the  appropriate  mes- 
sages are,  and  other  channels  as  well — specific  radio  stations,  for 
example,  that  serve  particular  populations,  developing  target  group 
specific  materials  and  messages—but  also  to  work  very  closely  with 
the  community  groups  that  are  in  the  communities  and  the  net- 
work of  community  leadership. 

Senator  Mikulski.  Ms.  Mendez? 

Ms.  Mendez.  I  think  you  have  to  approach  it  at  two  different  lev- 
els, and  then  you  never  stop  doing  whatever  it  is  you  start  doing. 
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Organizationally,  you  need  to  pick  the  right  agencies.  You  need  to 
pick  agencies  tnat  are  where  people  are.  For  example,  if  they  are 
providing  cervical  screening,  they  need  to  identify  the  women  with- 
in that  cervical  screening  program  and  get  them  over  for  mammo- 
gram. They  already  know  now  to  talk  to  them.  And  then  you  pull 
those  providers  together,  frequently,  and  have  them  talk  to  each 
other  about  what  things  have  worked. 

A  lot  of  the  things  that  we  tried  did  not  work  because  we  have 
so  many  different  communities.  Some  of  the  things  that  were  tried 
by  some  providers  didn't  work,  so  they  had  to  go  back  and  try  two 
and  three  different  approaches,  whether  it  was  going  to  churches, 
or  doing  talk  shows  or  whatever.  You  do  whatever  is  appropriate 
in  the  community. 

Senator  Mikulski.  What  did  you  think  would  work  that  didn't? 

Ms.  Mendez.  For  example,  going  to  churches.  In  some  places,  it 
has  worked,  and  in  others  it  has  not.  Church  isn't  necessarily  the 
focal  point  in  every  community,  and  those  are  not  necessarily  al- 
ways the  folks  we  are  trying  to  reach.  It  just  varies  with  the  com- 
munity. In  more  rural  communities,  that  is  the  place  where  you  get 
information.  In  an  urban  area  like  Dallas,  we  try  to  go  to  tne  Fed- 
erally-qualified community  health  centers  that  already  have  that 
target  population — they  are  already  seeing  them  for  hypertension, 
and  while  they  have  them  there,  the  doctor  says  come  on  over,  we 
are  having  a  mammogram  clinic.  This  is  how  you  get  into  it.  So  you 
try  several  different  approaches,  you  reinforce  with  community  or- 
ganizations like  ACS,  YWCA,  or  anyone  who  is  out  there.  What 
works  varies  by  community. 

Senator  Mikulski.  So  the  framework  is  that  you  meet  people 
where  they  are  and  not  where  you  think  they  ought  to  show  up; 
isn't  that  right? 

Ms.  Mendez.  Absolutely. 

Senator  Mikulski.  Which  goes  to  the  "Y"  approach,  and  the 
Komen  Foundation  and  other  of  the  nonprofit  groups,  whether  they 
be  religious  or  whatever  is  their  function. 

Ms.  Mendez.  Absolutely. 

Senator  Mikulski.  Dr.  Southard,  did  you  want  to  comment?  You 
know,  when  people  think  of  Maryland,  everybody  thinks  it  is  crab- 
cakes,  beer  and  the  Orioles.  But  as  you  travel  around  Maryland, 
you  find  that  we  have  a  very  diverse  immigrant  population,  rang- 
ing from  Hispanics  to  new  refugees  from  the  Soviet  Union  and 
Eastern  Europe,  to  newcomers  from  around  the  world. 

Dr.  Southard.  That's  right.  And  I  think  you  have  to  identify  the 
organizations  that  are  working  with  these  special  population 
groups  and  join  in  partnership  with  them.  I  think  you  have  to  have 
staff  who  are  members  of  these  special  populations  and  who  are  bi- 
lingual. Very  fortunately,  Dr.  Herrara  in  Montgomery  County  is  an 
Hispanic  physician  and  has  a  radio  station  to  the  Spanish  commu- 
nity. These  sorts  of  things  are  what  you  need  to  do. 

Senator  Mdculski.  Well,  I  think  that  really  covers  the  ground. 
Let  me  say  this.  First  of  all,  I  could  talk  with  each  of  the  panels 
all  day  long.  Let  me  tell  a  real  quick  story  about  me. 

Twenty-5  years  ago,  after  the  assassination  of  Dr.  King  and  Sen- 
ator Kennedy,  it  was  during  that  time  that  I  was  working  as  a 
community  organizer  in  Baltimore.  I  was  working  the  War  on  Pov- 
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erty,  where  I  was  the  assistant  chief  of  community  relations,  and 
I  was  the  architect  of  the  decentralization  of  the  welfare  depart- 
ment into  neighborhoods;  I  worked  with  legal  aid  lawyers;  I  had 
supervisors  telling  me  I  didn't  have  a  "therapeutic"  personality,  but 
I  was  out  there. 

I  was  on  my  way  to  getting  a  doctorate  in  public  health  when  I 
went,  at  the  request  of  another  social  worker,  to  a  meeting  at  a 
Catholic  church  because  that  community  was  going  to  be  threat- 
ened by  an  expressway,  and  they  were  afraid  to  fight  the  machine. 
But  they  were  at  the  church — and  the  rest  is  history.  I  helped  orga- 
nize a  community  organization  in  my  neighborhood  right  after  the 
Baltimore  riots.  We  had  a  biracial  group,  where  the  other  side  of 
a  segregated  city  and  the  African  American  community  was  threat- 
ened by  the  expressway.  We  formed  a  citywide  group,  and  we 
called  ourselves  "SCAR' — of  course,  we  had  to  have  a  militant 
name — and  the  African  American  community  had  a  group  called 
"RAM,"  and  we  put  together  a  citywide  coalition  called   MAD." 

I  won't  tell  you  the  story,  but  where  you  all  see  the  new  ball 
park,  the  Inner  Harbor,  and  so  on,  would  have  been  an  expressway. 
It  was  the  neighborhood  people  who  accomplished  that. 

And  I  never  went  on  to  get  my  doctorate  in  public  health.  No 
matter  whether  I  wear  this  Tittle  toga  the  people  of  Maryland  have 
given  me  or  not,  I  am  a  public  health  person. 

So  I  want  to  thank  you  for  your  innovation  and  your  efforts  in 
putting  this  program  to  work,  as  I  feel  a  colleague  with  you  in  this 
as  well  as  the  community  organizations  that  have  participated  in 
this.  And  we  want  to  stay  the  course,  first  of  all,  to  sustain  and 
expand  what  we  have.  We  think  your  lessons  learned  and  your 
wish  list  and  so  on  are  extremely  helpful.  We  feel  one  of  the  most 
important  things  we  can  do  now  is  rework  what  counts  as  the  in- 
kind  contribution,  because  if  we  can  get  rid  of  some  of  these  regula- 
tions, and  do  it  statutorily,  in  fact,  whatever  gains  we  can  make 
financially,  you  then  could  expand  your  program  where  it  would 
enable  you  to  stay  the  course  in  your  own  States.  And  rescreening 
is  important,  but  I  know  that  as  public  health  folks,  you  not  only 
want  to  rescreen,  but  you  want  to  continually  expand  the  outreach 
based  on  the  experience. 

So  we  think  that  your  lessons  learned  from  the  match,  the  ad- 
ministrative aspects  and  so  on  are  well-taken,  and  we  are  going  to 
work  on  that. 

Again,  I  want  to  conclude  by  thanking  all  of  you  and  all  of  the 
men  and  women  who  work  in  public  health,  and  I  will  just  close 
by  saying  that  I  know  that  we  are  not  comprehensive.  Again,  this 
is  the  first  step,  not  the  only  step.  We  have  got  another  whole  next 
step  to  take  care  of,  but  we  want  to  be  able  to  sustain  this  pro- 
gram, to  expand  this  program,  and  also  give  the  "good  guy"  bo- 
nuses at  the  local  level  where  you  can  do  that. 

So  we'd  like  to  thank  you  for  that.  We  think  we've  gotten  excel- 
lent information  out  of  today's  hearing  to  improve  it,  and  we  hope 
you  have  found  this  participation  equally  as  informative. 

Again,  many,  many  thanks. 

This  hearing  is  concluded,  and  the  subcommittee  is  in  recess  sub- 
ject to  the  call  of  the  chair. 

[The  appendix  follows:] 


58 

APPENDIX 

Prepared  Statement  op  Elin  Greenberg,  Chairman,  The  Susan  G.  Komen 

Breast  Cancer  Foundation,  Inc. 

Good  morning.  I  am  Elin  Greenberg,  1993  Chairman  of  the  Susan  G.  Komen 
Breast  Cancer  Foundation,  headquartered  in  Dallas,  TX.  The  Komen  Foundation  is 
a  national  network  of  volunteers  working  through  local  chapters  and  RACE  FOR 
THE  CURE  events  in  40  cities,  representing  24  States  and  the  District  of  Columbia. 
Our  mission  is  to  eradicate  breast  cancer  as  a  life  threatening  disease  by  advancing 
research,  education,  screening  and  treatment. 

In  the  1990's,  about  2  million  women  will  be  diagnosed  with  breast  and  cervical 
cancer.  In  1992  alone,  these  two  cancers  claimed  the  lives  of  over  50,000  women. 
Incidence  and  mortality  rates  remain  highest  among  women  who  are  low-income, 
members  of  minority  groups  and  medically  underserved.  With  education,  early  de- 
tection and  appropriate  follow-up,  we  can  reduce  the  rate  of  mortality  from  breast 
cancer  by  30  percent  and  reduce  the  cost  of  treatment  by  80  percent. 

The  best  Federal  program  to  effect  these  reductions  is  the  Breast  and  Cervical 
Cancer  Screening  Program  of  the  Centers  for  Disease  Control  and  Protection  (CDC), 
but  it  is  woefully  underfunded.  The  Komen  Foundation  urges  reauthorization  of  the 
CDC's  screening  program  with  an  increased  funding  level  of  $200  million  for  Fiscal 
Year  (FY)  1994  and  such  sums  as  will  be  necessary  for  FY  1995  through  1998. 

KOMEN  AND  CDC:  ACCESS  TO  COMMUNITY-BASED  SUPPORT 

The  Komen  Foundation  was  founded  in  1982  by  Nancy  Brinker  in  memory  of  her 
sister,  Susan  G.  Komen,  who  died  of  breast  cancer  at  age  36.  Since  then  the  Foun- 
dation has  grown  into  a  thriving,  vertically-integrated,  volunteer-driven  organiza- 
tion that  works  actively  at  the  national,  State  and  local  levels  to  eradicate  breast 
cancer  as  a  life  threatening  disease.  With  over  $19  million  raised  since  its  inception, 
the  Komen  Foundation  is  one  of  the  largest  private  foundations  funding  breast  can- 
cer research,  education,  screening  and  treatment  efforts.  The  Foundation's  leaders 
are  national  advocates  on  breast  cancer  issues.  Founder  Nancy  Brinker  has  served 
on  the  National  Cancer  Advisory  Board,  the  President's  Cancer  Panel  and  chairs  its 
Special  Commission  on  Breast  Cancer.  Komen  representatives  have  collaborated 
with  other  cancer  groups  to  secure  substantial  increases  in  federal  funds  for  breast 
cancer  research,  achieving  a  total  of  $406  million  for  FY  1993  (or  $236  million  in 
new  funds).  We  also  played  a  major  role  in  the  enactment  of  the  Mammography 
Quality  Standards  Act;  of  1992,  which  I  will  address  later  in  my  testimony. 

The  Komen  Foundation  supports  a  balanced  program  of  research  to  find  the  cure 
for  breast  cancer,  screening  for  better  detection  of  the  disease,  and  programs  to  pro- 
mote better  education  ana  awareness  of  self-examination,  detection  and  treatment 
options.  Vital  and  central  to  our  program  is  our  commitment  to  meet  the  needs  of 
the  underserved,  minorities  and  those  least  able  to  access  health  care.  Through  a 
variety  of  community-based  efforts,  the  Komen  Foundation  works  to  eliminate  har- 
riers, whether  financial,  institutional,  cultural,  or  a  combination  of  all  of  these  and 
more.  The  Foundation's  particular  strength  is  its  ability  to  create  coalitions  of 
health  care  facilities  and  providers,  private/public  partnerships,  and  volunteer- 
staffed  model  programs  to  provide  the  education  and  awareness  activities  that  im- 
prove access  to  care  for  breast  health  for  all  women. 

One  example  of  a  very  successful  Komen  effort  is  its  national  helpline  (l-SOO-I'M 
AWARE)  using  trained  volunteers  to  assist  callers  with  breast  cancer  issues  and  re- 
lated concerns.  Another  example  is  the  Leadership  Summits  on  Breast  Cancer 
which  the  Komen  Foundation  has  sponsored  with  the  National  Cancer  Institute 
since  1989  to  increase  and  promote  public/private  partnerships  and  encourage  com- 
munity-based and  regional  programs  for  awareness,  screening,  and  treatment  of 
breast  cancer.  The  Foundation  also  has  cosponsored  The  Biennial  Symposium  on 
Minorities  and  Cancer,  about  which  I  will  provide  more  information  m  a  moment. 

Key  to  the  Komen  Foundation's  phenomenal  growth  in  recent  years  has  been  its 
highly  successful  RACE  FOR  THE  CURE  series  of  5K/1  Mile  race  walks  across  the 
United  States.  From  the  first  race  in  Dallas  in  1983,  the  series  has  ballooned  to 
races  in  35  cities  across  the  country  with  an  expected  125,000  participants  in  1993. 
The  national  RACE  FOR  THE  CURE,  just  run  in  Washington,  DC.  on  June  19,  at- 
tracted 13,000  participants  and  thousands  of  additional  supporters.  Most  important 
for  our  discussion  here  are  two  facts: 

1.  Komen  requires,  as  a  precondition  for  approval  as  a  race  city,  that  the  appli- 
cant city  build  a  coalition  of  hospitals  and  other  health  care  providers  not  only 
to  participate  in  conducting  the  race  but  also,  afterwards,  to  assist  in  coopera- 
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tive  efforts  to  provide  screening,  referrals  and  treatment  to  underserved  women; 
and 

2.  Requires  that  25  percent  of  race  proceeds  fund  national  research  grants  and 
75  percent  of  the  money  remain  in  each  city  to  fund  screening  (in  States  with- 
out CDC  programs),  establishment  of  breast  health  centers,  bilingual  outreach, 
hospital  programs  such  as  "patient  navigators",  to  help  underserved  women 
through  the  diagnosis  and  treatment  process,  and  other  efforts  to  bridge  the  gap 
between  detection  and  treatment  of  breast  cancer. 
It  is  the  Komen  Foundation's  emphasis  on  community-based  activities  that  at- 
tracts its  support  for  the  CDC  Breast  and  Cervical  Cancer  Screening  Program.  From 
our  experiences  with  our  RACE  FOR  THE  CURE  series,  we  know  how  important 
it  is  to  make  all  hospitals  and  other  health  care  providers  work  together  to  provide 
services  to  medically  underserved  people.  In  our  view,  a  particular  strength  of  the 
CDC  program  is  the  capacity -building  funded  through  planning  grants  to  states. 
Pursuant  to  such  grants,  States  have  engaged  in  exceedingly  important  strategic 
planning  to  implement  the  best  possible  screening  program  based  on  the  particular 
State's  available  health  care  facilities. 

NATIONAL  STRATEGIC  PLAN 

During  the  years  I  have  been  a  full-time  volunteer  with  the  Komen  Foundation, 
I  have  been  fortunate  to  participate  in  information  gathering  and  group  planning 
for  breast  and  cervical  cancer  programs  on  a  national  and,  more  recently,  on  a  State 
level.  I  represented  the  Komen  Foundation  on  the  National  Strategic  Planning  Task 
Force  for  Breast  Cancer,  and  also  served  on  the  16-member  Texas  Strategic  Plan- 
ning Committee  for  Breast  and  Cervical  Cancer. 

When  the  National  Strategic  Plan  was  released  to  the  public  recently,  I  was 

g leased  that  Secretary  Donna  Shalala  of  the  Department  of  Health  and  Human 
ervices  pledged  the  "best  efforts''  of  CDC,  NCI  and  the  Food  and  Drug  Administra- 
tion (FDA)  to  work  in  partnership  with  voluntary  organizations  to  achieve  the  stat- 
ed goal  to  reduce  mortality  and  morbidity  from  breast  and  cervical  cancer.  The 
Komen  Foundation  is  one  of  the  voluntary  organizations  devoted  to  achieving  this 
goal.  We  believe,  however,  that  all  of  the  strategies  in  this  National  Plan  will  fail 
if  we  do  not  find  mechanisms  to  educate  and  screen  the  appropriate  populations, 
no  matter  which  state  these  populations  inhabit.  Access  is  key. 

BIENNIAL  SYMPOSIUM  ON  MINORITIES  AND  CANCER 

The  access  message  reverberated  in  April,  1993  at  the  Fourth  Biennial  Sympo- 
sium on  Minorities,  the  Medially  Underserved  and  Cancer  which  the  Komen  Foun- 
dation cosponsored  in  Houston,  TX.  The  Symposium  brought  together  health  care 
providers,  patient  advocates,  representatives  of  health  care  related  businesses,  edu- 
cators, members  of  groups  traditionally  lacking  access,  and  officials  from  the  NCI, 
CDC  and  the  U.S.  Surgeon  General  Designee,  Joycelyn  Elders.  The  4-day  conference 
presented  us  all  an  extraordinary  opportunity  to  examine  existing  health  conditions 
and  health  care  delivery  systems,  and  present  successful  model  programs. 

Several  important  presentations  at  the  Symposium  recited  the  disturbingly  high 
incidence  and  mortal  it  for  cancer  among  minority  populations  in  the  United  States. 
Other  presentations,  including  one  by  the  CDC  on  its  Breast  and  Cervical  Cancer 
Screening  Program,  emphasized  the  need  to  expand  access  to  the  medically  under- 
served.  CDC  stressed  the  importance  of  coordinating  its  screening  program  with 
community-based  efforts  by  providers  and  private  organizations  like  the  Komen 
Foundation,  to  help  underwrite  diagnostic  treatment  and  other  services  which  aid 
patients  as  they  navigate  a  sometimes  bewildering  health  care  system. 

THE  CRITICAL  ROLE  OF  SCREENING 

While  screening  cannot  prevent  breast  cancer,  detecting  the  disease  in  its  earliest, 
most  treatable  stage  can  significantly  reduce  suffering  and  death.  Prior  to  the  enact- 
ment of  the  Breast  and  Cervical  Cancer  Act  of  1990,  only  four  states  received 
screening  funds.  By  1992,  12  States  were  involved  in  screening  women  for  breast 
and  cervical  cancer  and  another  18  were  engaged  in  planning  and  capacity-building 
for  their  screening  programs.  The  CDC  testified  at  the  Biennial  Symposium  that  as 
many  as  17  States  may  be  funded  for  screening  by  the  end  of  this  summer.  But 
what  about  all  of  the  underserved  women  in  all  the  other  States  who  have  no  access 
whatsoever  to  screening? 
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KOMEN  RECOMMENDATIONS 

1.  Authorization  of  $200  Million  for  Fiscal  Year  1994 

Since  1990,  the  CDC'b  National  Breast  and  Cervical  Cancer  Early  Detection  Pro- 
gram has  been  the  primary  mechanism  in  selected  States  to  funnel  Federal  funding, 
matched  by  State  funds,  to  support  State  health  departments'  efforts  to  educate, 
screen,  follow-up  and  access  quality  assurance  efforts  in  those  States.  The  House  of 
Representatives  provided  an  FY  1994  appropriation  level  for  the  CDC  program  of 
only  $72  million,  nearly  $30  million  shy  of  the  current  authorization  level  of  $100 
million.  While  the  House  reauthorization  bill  would  increase  the  FY  1994  authoriza- 
tion level  to  $135  million,  that  level  still  is  inadequate  to  address  the  needs  of  all 
the  states  to  screen  theirpopulations  not  otherwise  served. 

The  Susan  G.  Komen  Breast  Cancer  Foundation  urges  the  Senate  to  increase  the 
authorization  for  the  CDC's  Breast  and  Cervical  Cancer  Screening  Program  to  $200 
million  for  FY  1994,  and  such  sums  as  are  necessary  for  FY  1995-1998.  With  appro- 
priations to  match  these  authorization  levels,  the  CDC  could  expand  its  programs 
to  all  50  States  to  screen  30  percent  of  all  uninsured  women  in  each  of  those  States 
as  well  as  the  territories.  Each  State  would  be  allocated  funds  for  screening  and  in- 
frastructure costs  (i.e.,  including  public  education,  professional  education,  quality  as- 
surance, and  surveillance),  as  well  as  referrals  and  limited  follow-up. 

The  CDC  must  be  able  to  continue  building  a  nationwide  infrastructure  as  the 
conduit  for  awareness,  education  and  empowerment  of  citizens.  This  will  be  particu- 
larly important  when  health  care  reform  changes  the  terminology,  but  not  the 
needs,  of  those  least  able  to  provide  for  themselves  and  their  families.  The  CDC's 
infrastructure  built  today  will  be  the  foundation  for  implementation  and  delivery  of 
the  full  spectrum  of  prevention  and  education  programs  in  the  future. 

2.  Expand  Access  and  Outreach  Efforts 

In  addition  to  increased  funding,  the  Komen  Foundation  recommends  that  par- 
ticular attention  be  given  to  the  issue  of  "access"  to  CDC  screening  once  the  pro- 
gram is  implemented  in  any  given  State.  The  program  must  bridge  the  gap  between 
availability'  and  "accessibility".  Make  no  mistake;  they  are  not  the  same.  For  ex- 
ample, M.D.  Anderson  Hospital  in  Houston,  TX  is  the  NCI-designated  comprehen- 
sive cancer  center  for  Texas  residents.  Anyone  in  Texas  can  receive  care  at  that  cen- 
ter— what  we  call  "available"  care.  If  you  happen  to  live  in  Eagle  Pass  or  Abilene, 
TX,  however,  M.D.  Anderson  is  definitely  not  "accessible"  care.  In  Texas,  we  pro- 
posed that  the  State  Department  of  Health  contract  with  care  providers  in  rural, 
remote  areas  to  utilize  CDC  funds  and  plans  to  provide  screening  to  underserved 
women  who  need  it. 

One  of  the  most  exciting  discussions  in  our  strategic  planning  for  the  program  in 
Texas  was  the  exploration  of  possibilities  of  using  state-of-the-art  technology  to  link 
the  professional  community  and  health  care  providers  in  rural  and  remote  areas  to 
share  ideas,  information  and  techniques.  We  nope  that  CDC  funds  will  be-available 
for  use  of  high  technology  communication  links. 

Low-tech,  out  equally  important  to  underserved  populations,  are  programs  that 
help  patients  with  minimum  education  and  few  English  language  skills  to  navigate 
the  health  care  system.  This  is  an  area  where  the  Komen  Foundation  and  groups 
like  it  can  be  helpful  as  private  partners  working  with  the  CDC  to  ensure  access 
to  screening,  referrals  and  then  to  the  appropriate  treatment  options  available  to 
the  underserved.  The  Komen  Foundation's  RACE  FOR  THE  CURE  series  has  af- 
forded funds  to  a  number  of  cities'  hospitals  with  patient  navigator  programs 
(Greater  Southeast  Hospital  in  Washington,  DC.  is  a  good  example).  The  Foundation 
also  has  supported  the  Bridge  Program  in  Dallas  where  individual  doctors  rotate  in 
providing  pro  bono  care  to  underserved  patients.  We  urge  the  Senate  Committee  to 
consider  language  in  the  reauthorization  bill  or  report  that  would  permit  some  CDC 
support  for  patient  navigator  programs  at  a  minimum. 

3.  Screening  Quality  Assurance 

The  Komen  Foundation's  final  recommendation  addresses  one  of  the  six  major 
components  of  the  National  Strategic  Plan:  quality  assurance  for  breast  cancer 
screening.  The  plan's  objective  here  is  to  ensure  consistent,  high-quality  breast  can- 
cer screening  throughout  the  entire  process  of  obtaining,  interpreting  and  reporting 
mammogram  results.  There  is  no  better  way  to  meet  this  objective  than  for  the  Fed- 
eral Government  to  implement  immediately  the  Mammography  Quality  Standards 
Act  of  1992!  The  successful  implementation  of  this  Act  will  be  integral  to  the  effec- 
tiveness of  CDC's  breast  cancer  screening  programs  in  every  State  across  the  United 
States.  Screening  is  of  no  use,  and  actually  can  be  tremendously  detrimental,  if  the 
results  are  misread  by  unqualified,  uncertified  technicians. 

The  Komen  Foundation  is  greatly  distressed  that  no  Federal  regulations  are  in 
place,  and  none  have  even  been  proposed,  to  implement  the  critically  important  pro- 
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visions  of  the  Mammography  Quality  Standards  Act  (MQSA).  We  urge  the  Senate 
Committee  on  Labor  and  Human  Resources  to  impress  upon  Health  and  Human 
Services  Secretary  Donna  Shalala  and  Food  and  Drug  Administrator  David  Kessler 
the  need  to  move  forward  in  drafting  regulations  without  further  delay  or  further 
substantive  statutory  changes.  We  suggest  instead  that  the  affected  agencies  and 
other  interested  parties  get  together  immediately  to  discuss  how  the  existing  vol- 
untary standards  developed  by  the  American  College  of  Radiology  can  be  used  as 
the  model  for  federal  quality  standards  for  mammography  screening.  The  Komen 
Foundation  has  worked  too  hard  on  the  federal  MQSA  (as  well  as  State  laws  man- 
dating mammography  quality  standards  and  insurance  coverage  for  screening  mam- 
mograms for  women  35  and  over)  to  tolerate  much  more  delay. 

CONCLUSION 

The  Komen  Foundation  fully  recognizes  the  severe  budget  constraints  under 
which  the  Congress  is  operating.  Such  constraints  make  critical  the  need  to  invest 
wisely  the  scarce  dollars  we  do  have.  To  spend  money  on  screening  near-term  to 
save  money  and  lives  long-term  is  the  wisest  decision.  Last  year  witnessed  the  loss 
of  46,000  women's  lives  to  breast  cancer  alone.  The  financial  impact  of  their  treat- 
ment, lost  wages,  loss  to  their  families  of  care  givers,  and  loss  to  our  economy  of 
trained,  productive  and  valuable  Citizens  cannot  oe  easily  dismissed.  Let  us  not,  as 
the  television  commercial  says:  "pay  now,  or  pay  [more]  later". 

When  we  budget,  we  always  seem  to  have  the  funds  for  the  items  we  put  first. 
Surely  the  opportunity  to  save  significant  numbers  of  lives,  reduce  the  ultimate  cost 
in  dollars  as  well  as  pain  and  suffering,  and  build  the  infrastructure  for  health  care 
for  the  future  must  be  at,  or  near,  the  top  of  our  list.  In  FY  1994,  $200  million  will 
not  cover  the  cost  of  screening  all  women  in  need  who  qualify  for  these  services, 
but  that  funding  level  will  give  all  50  States  a  chance  to  begin  to  make  the  effort. 

Thank  you  for  your  time  and  attention,  and  for  considering  the  lives  of  millions 
of  women  and  their  loved  ones.  Please  increase  the  funding  for  the  CDC  program 
and  join  us  in  the  RACE  FOR  THE  CURE  for  breast  cancer. 

REAUTHORIZATION  OF  THE  CDC  BREAST  AND  CERVICAL 
CANCER  PREVENTION  PROGRAM 

SCOPE  OF  THE  PROBLEM 

Breast  cancer  is  the  most  commonly  diagnosed  cancer  among  American  women — 
approximately  one  in  eight  women  will  develop  the  disease  in  her  lifetime.  It  is  the 
number  one  cause  of  death  of  women  between  the  ages  of  32  and  54.  There  are  2.6 
million  women  in  America  today  with  breast  cancer,  one  million  of  whom  are  un- 
aware that  they  have  the  disease.  In  1993,  an  estimated  182,000  women  will  be  di- 
agnosed with  and  46,000  women  will  die  of  breast  cancer. 

Cervical  cancer  does  not  claim  as  many  lives  as  breast  cancer,  but  it  is  just  as 
serious,  and  it  remains  the  third  most  common  cancer  of  the  female  genital  system. 
There  will  be  approximately  13,500  new  cases  and  4,400  deaths  from  cervical  cancer 
in  1993. 

The  causes  of  and  prevention  strategies  for  breast  and  cervical  cancer  are  un- 
known, and  therefore,  early  detection  is  crucial  to  their  control.  For  example,  the 
5-year  survival  rate  for  women  with  localized  breast  cancer  approaches  100  per- 
cent. Cervical  cancer  is  generally  believed  to  be  almost  fully  treatable  if  the  disease 
is  discovered  early. 

The  screening  methods  for  both  breast  and  cervical  cancer — mammography  and 
the  Pap  test — are  safe  and  effective.  There  is  virtually  no  debate  regarding  the  ben- 
efits of  breast  and  cervical  cancer  screening.  An  estimated  one-third  of  deaths  from 
breast  cancer  and  almost  all  deaths  from  cervical  cancer  could  be  prevented  if  exist- 
ing screening  technology  were  applied  to  all  women  at  risk.  In  addition  to  the  hu- 
mane aspects  of  disease  prevention  and  early  detection,  screening  for  breast  and  cer- 
vical cancers  is  also  cost-effective.  The  lifetime  cost  of  treating  advanced  disease  is 
two  to  three  times  that  for  early  disease. 

Early  detection  of  breast  and  cervical  cancer,  combined  with  appropriate  and 
timely  follow-up,  is  the  most  effective  method  to  ensure  more  effective  treatment  op- 
tions, improved  survival,  and  decreased  mortality. 

Despite  the  existence  of  this  knowledge  for  well  over  a  decade,  national  data  for 
1990  indicate  that  only  about  one-third  of  women  age  40  and  older  had  received  a 
mammogram  in  the  past  year,  with  proportions  far  lower  for  older  women  and 
women  of  low  income — while  Medicare  pays  for  such  screening,  not  all  State  Medic- 
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aid  programs  do  so.  In  addition,  despite  the  benefits  of  the  Pap  test,  a  significant 
proportion  of  women  are  not  being  screened  on  a  lregular  basis,  including  women 
who  are  past  their  childbearing  years. 

Experts  agree  that  a  comprehensive,  coordinated  public  health  approach  is  nec- 
essary to  reduce  the  number  of  deaths  that  result  form  these  cancers.  A  national 
infrastructure  is  essential  to  support  the  elements  necessary  to  guarantee  all  women 
at  risk  access  to  high-quality  screening  and  follow-up  services. 

THE  CDC  PROGRAM 

On  August  10,  1990,  the  Public  Health  Service  Act  was  amended  to  establish  a 
program  of  grants  to  states  for  the  increased  detection  and  control  of  breast  and  cer- 
vical cancer  through  the  Breast  and  Cervical  Cancer  Mortality  Prevention  Act  of 
1990.  This  law  established  the  foundation  for  a  comprehensive,  national  public 
health  approach  by  authorizing  CDC  to  establish  the  Annual  Breast  ad  Cervical 
Cancer  Early  Detection  Program.  Through  this  program,  CDC  and  the  States  work 
together  to: 

— Establish,  expand,  or  improve  screening  and  follow-up  services  in  commu- 
nities with  women  at  risk. 

— Deliver  education  programs  that  send  the  public  clear,  consistent,  and  cul- 
turally sensitive  messages  about  the  lifesaving  value  of  screening.  CDC  provides 
intervention  assistance  and  training  to  participating  States  to  conduct  this  ac- 
tivity. 

— Deliver  professional  education  programs  for  physicians  and  other  health  care 
professionals  to  improve  skills  in  education,  screening,  and  diagnostic  services. 
— Improve  quality  assurance  measures  to  ensure  adherence  to  standards  and 
guidelines  related  to  screening  mammography  and  cervical  cytology. 
— Establish  surveillance  systems  that  determine  where  prevention  efforts  have 
the  most  impact,  to  examine  health  policy,  to  evaluate  necessary  resources,  and 
to  monitor  program  progress. 

— Establish  State  cancer  coalitions  that  include  key  public,  private,  and  vol- 
untary organizations  to  marshall  resources  and  establish  specific  program  objec- 
tives. 

— Stimulate  more  aggressive  action  in  breast  and  cervical  cancer  early  detection 
through  a  national  partnership  of  Federal,  professional,  voluntary,  and  commu- 
nity-based organizations. 

PROGRESS  TO  DATE 

Congress  appropriated  $31  million  in  1991  for  the  program,  which  provided  the 
following  eight  State  health  agencies  with  cooperative  agreement  funds  to  develop 
comprehensive  screening  and  follow-up  programs:  California,  Colorado,  Michigan, 
Minnesota,  New  Mexico,  South  Carolina,  Texas,  and  West  Virginia.  Thirty-one 
States  had  applied  for  these  awards,  which  ranged  between  approximately  $2.7  and 
$3  million. 

In  FY  1992,  $50  million  was  appropriated  for  the  program.  This  made  it  possible 
for  CDC  to  award  funds  to  four  additional  States  for  comprehensive  programs — 
Maryland,  Missouri,  Nebraska,  and  North  Carolina. 

In  addition,  18  States  were  awarded  funds  in  FY  1992  to  establish  capacity-build- 
ing programs,  which  develop  the  infrastructure  necessary  for  having  a  comprehen- 
sive program.  The  States  with  capacity-building  programs  are:  Alaska,  Arizona,  Ar- 
kansas, Connecticut,  Georgia,  Illinois,  Indiana,  Iowa,  Maine,  Massachusetts.  New 
York,  Ohio,  Oregon,  Pennsylvania,  Rhode  Island,  Vermont,  Washington,  and  Wis- 
consin. 

In  FY  1993,  $72.5  million  was  appropriated  for  this  program,  with  which  CDC  ex- 
pects to  fund  up  to  36  States — 18  comprehensive  and  18  capacity-building  programs. 
A  total  of  41  States  have  expressed  interest  in  participating  in  the  program  in  FY 
1993. 

Those  States  with  comprehensive  programs  expend  not  less  than  60  percent  of 
their  grant  funds  for  screening  and  follow-up  services.  As  of  January  15,  1993: 

— 31,105  eligible  women  in  10  States  had  been  screened  by  mammography 

— 2,774  women  had  been  referred  for  follow-up 

— Breast  cancer  was  diagnosed  in  102  women 

— 53,555  women  had  been  screened  by  Pap  testing 

— 7,813  women  were  referred  for  follow-up 

— Cervical  intraepithelial  neoplasia,  an  early  indicator  of  cervical  cancer,  was 

diagnosed  in  3,071  women 

— Invasive  cervical  cancer  was  diagnosed  in  13  women 
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All  State  grantees  collect  and  report  information  on  screening  location,  patient  do- 
orographic  characteristics,  screening  results,  and  diagnostic  procedures.  These  data 
help  State  health  agencies  to: 

— implement,  direct,  evaluate,  and  monitor  their  screening  programs; 
— provide  State  legislators  with  data  on  the  progress  ana  results  of  the  pro- 
gram; and 

— direct  and  enhance  CDC  s  efforts  with  program  leadership  and  technical 
guidance. 
Additionally,  each  funded  State  establishes  public/private  cancer  control  coalitions 
which  include  State  and  local  representatives  From  professional,  voluntary,  and  com- 
munity-based organizations. 

REAUTHORIZATION  ISSUES 

Several  issues  are  central  to  the  CDC  program  and  will  likely  arise  during  reau- 
thorization. These  issues  include  the  following: 

— Research  and  evaluation  of  the  program 

— Reimbursement  for  additional  diagnostic  services 

— Reimbursement  costs  for  treatment 

— Expanding  the  program  to  additional  States 

— State  matching  requirements 

— Medicaid  coverage  of  mammography 

— Contacting  services  with  for-profit  entities 

— Providing  additional  services  under  the  program 

— Providing  grants  to  tribes  and  tribal  organizations 

— Tracking  women  served  by  the  program 

— Quality  assurance  provisions 

— Impact  of  health  care  reform  on  the  program 
Prepared  by  Staff  of  the  Subcommittee  on  Aging 
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Sine  Ihere  Is  no  aattnnwldr  cancrr  rrglslry.  the*?  is  no  » ay  o'  knowing 
exactly  bow  owny  new  cases  of  cancrr  Me  easgiarsid  cark  year.  Thr  ranttfcM 
Career  Society  (ACS)  estlmalrs  can  er  Imldcracc  <™  the  upcoming  r»«  mmg 
tK«  best  availark  data  amines  at  ih-  lime 

Estimates  of  canrer  ImkJrnce  ka  forts  <maf  ftevm  editions  prim  in  1974 
■err  b**ed  on  rales  from  two  stair  cancrr  regtslrkt.  thr  Canrvectk.it  Turgor 
RjgHry  and  fhr  Nrw  fork  Stair  Tumor  RrglUnr  TV  hurt  imr  1974  Is 
1978  used  fctftmalkm  fnra  Ike  Nallmvl  Carxe'  Ip.iKulr  ■  Third  Nallonal 
Cancer  Survey  (l"69  1971)  of  nine  mafnr  arras  o>  the  United  Stairs  I*  19U 
Irv  NCI  tr-gan  Ike  'ur-r  ilbncc .  [>  Vmlnvvrj  and  End  Rr  "alii  (SEfR)  program 
lo  cotlert  ongotnp  data  on  rancrr  Incidence  and  ratknl  ararvfval.  TKt  SEER 
program  Inckfdrs  Hat.  from  nine  rvjaaarlatton-haard  canrer  rrrtUrlrj.  ctrertng 
arm.*  10%  ot  the  US  nonutattm.  ikginn<ng  »4h  the  1979  rdiHon  of  rxu 
mad  Drnrnrr,  estimate,  of  cancer  Incldrncc  have  beta  kasrd  on  hvidmes  rates 
•blamed  ihrnrfn  the  SEER  program,  aranhrd  to  the  US  Census  csttmales  of 
fkt  poruta'tc*.  kr  Ike  rurrcnt  year. 

M  b  not  arprorrlalc  or  accural'  In  cvakrak  rinccr  rnddcrrc  and  mortality 
trends  using  only  A'  3  rstlawtes  of  rases  and  aValkf.  sknee  thes*  markers 
are  amfccled  brave  Ike  year  hegh.*,  udrag  rtala  that  are  several  years  eld. 
The  misabrrs  *rt  rre.raitrd  In  fi-v  th*  r*rl  avjUaak  mrasura  at  the  acctae 
of  the  disease  In  thr  US  at  the  lime  o>  puNkallon.  Con-pa.aHr  Inddenct 
rates  an  avail)*  t»  197.1  through  I9*e  tram  the  National  Canrer  hvcJItute'l 
SEER  ruayram  In  cvaluatr  cancer  ttrnds. 

The  estlmalrs  of  t>4al  US  cancer  cava  dbgnovd  ka  1991  art  based  on 
age  uarxrtk  hackVncr  rates  from  the  SEFR  avow,  am  gar  I9*>7-I9t*9  siapcM  to 
the  1991  Cen*us  pcaruletlon  prokcllonv  Some  adjuiinvm  b  nadr  ft*  stlts 
aatlh  recently  ancrtasmg  or  dVreasmg  rate*.  Estimated  new  cases  by  stale 
are  cakiatarrd  arcordmg  lo  the  dUMHjtkm  of  estimated  19*]  earner  dealka 


Morl'tty  slatl.tka  art  rt^htd  from  ondurylng  crust  of  death  data  resorted 
by  thr  Dtvldm  of  Vital  Statistics,  National  Center  hr  Ifeakh  StatkBtks, 
Droartment  of  Itcallk  and  Human  Srrvk'i 

The  I9°3  estimates  of  ranctr  deaths  art  based  on  cancer  raortaltty  data 
frraai  I9U  Ihrougk  199*. 

Brgannhsi  with  Ihr  J99I  fdgkjn  of  fton  rmf  Hcurt  >.  s«y-a4artad  mortaffty 
rales  rrr  tPO.OKI  art  standardlird  to  the  1970  census  popalalloa  dutrlbullcm, 
rather  than  the  1949  cerrus  prearlallnn.  Age-arfustmrrat  or  age-srandardlxallcm 
Is  a  aarlhod  used  to  make  valid  statistical  corrayarlsceu  among  rates  ky  assuming 
the  samr  age  riistrFhutlraa  occirri  among  thr  dKkitnt  trrtmi  beang  comr*  vtd. 

Healh  ral'S  by  a'atr  Since  1990,  artual  agr-a4ustrd  narjrtalRy  ratas,  kaaed 
en  rtDorted  deaths  ki  a  recent  S-year  yerkvj,  have  keen  presented.  I>v  ftacti 
mi  I  ayarrrs  I960  ihrwgh  19*7  cm  k  dralk  ral'S  amt  ntorecled  fas  the  orrrerd 
year.  For  tVts  and  nev-u  I9«8  and  1909,  agr  adjusird  death  rates  west 
grokclad.  Thtae  rales  are  not  maaanaUi  and  ahouU  not  he  used  to  evaluate 


Canrer  survival  <laUstla  are  usually  retorted  as  S-rrar  rttauve  amvhol  rates. 
In  thk  edition,  are  yrestnt  ►  rvt^al  statistics  far  cases  •flagntaaH  hi  the  rortod 
I9f  I  I9r>7,  as  r'tmrted  frwa  the  SEEP  yrvVam.  The  rtkatlav  ouvhal  rate  fa 
tke  rata,  of  uw  okservrd  aurvtral  rail  far  the  pa'knl  fjw  to  the  ctratcted 
survival  rate  far  yerom  ki  ttw  general  yordalkm  similar  to  thr  patient  group 
with  itsrerl  to  age.  aes.  race  and  calendar  year  of  observation  Bccaaae  then 
fa  a  certain  lag  that  rtcjuhtd  In  aaeaaurSng  survival,  these  rates  saawi 


by  stale  far  each  primary  cancer  she. 
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ttiHten  m\t  Faas 


HTiaf  It  cancer? 

Cancer  Is  n  group  of  diseases  characterized  by  uncon- 
trolled growth  and  spread  of  abnormal  cells.  If  the  spread 
Is  not  controlled.  It  can  result  In  death. 

tlhat  causes  cancer? 

Cancer  Is  rausrd  by  both  external  (chemicals,  radiation, 
and  viruses)  and  internal  (hormones,  Immune  conditions, 
and  Inherited  mutations)  factors.  Causal  factors  may  act 
together  or  In  sequence  to  Initiate  or  promote  carcino- 
genesis. Ten  or  more  years  often  pass  between  exposures 
or  mutations  and  detectable  cancer. 

Can  cancer  he  prevented? 

Yes,  about  90%  of  the  700,000  skin  cancers  that  will 
be  diagnosed  In  1993  could  have  been  prevented  by 
protection  from  the  sun's  rays.  All  cancers  caused  by 
cigarette  smoking  and  heavy  use  of  alcohol  could  be 
prevented  completely.  The  ACS  estimates  that  In  1993, 
about  160,000  lives  will  be  lost  to  cancer  because  of  tobacco 
use.  About  17,000  cancer  deaths  will  be  related  to  excessive 
alcohol  use,  frequently  In  combination  with  cigarette 
smoking.  In  addition  to  prevention,  regular  screening  and 
self-exams  can  detect  cancers  of  the  breast,  tongue,  mouth, 
colon,  rectum,  cervix,  prostate,  testis,  and  melanoma  at 
an  early  stage,  when  treatment  Is  more  likely  to  be 
successful.  These  sites  Include  nearly  half  of  alt  new  cases. 
Of  these  cases,  about  two-thirds  of  all  patients  currently 
survive  five  years.  With  early  detection,  ahout  90%  would 
survive.  This  means  that  of  those  persons  diagnosed  with 
these  cancers  In  1993,  about  100,000  more  would  survive 
If  their  cancers  had  been  detected  In  a  tocallred  stage 
and  treated  promptly. 

ff*ii>  b  cancer  treated? 

Dy  surgery,  radiation,  radioactive  substances,  chemicals, 
hormones,  and  Immunotherapy. 

Who  acta  cancer? 

Anyone.  Since  incidence  rises  with  age,  most  cases  affect 
adults  In  mid  life  or  older.  Among  children  ages  1-14,  cancer 
causes  more  deaths  In  the  US  than  any  other  disease. 
In  the  1980s  there  were  over  4.5  million  cancer  deaths, 
almost  9  million  new  cancer  cases,  and  some  12  million 
people  under  medical  care  (or  cancer. 

How  mana  people  alive  todag  will  get  cancer? 

About  one  In  three,  according  to  present  rates,  or  about 
85  million  Americans  now  living  will  eventually  have  cancer. 


How  mana  people  alive  today  have  ever  had  cancer? 

Over  8  million  Americans  alive  today  have  a  history  of 
cancer,  5  million  diagnosed  five  or  more  years  ago.  Most 
of  these  5  million  can  be  considered  cured,  while  others 
still  have  evidence  of  cancer.  "Cured"  means  that  a  patient 
has  no  evidence  of  disease  and  has  the  tame  life  expectancy 
as  a  person  who  never  had  cancer. 

For  most  forms  of  cancer,  five  years  without  symptoms 
following  treatment  Is  usually  accepted  as  "cured."  In  some 
cases,  patients  can  be  considered  cured  In  less  time,  but 
others  have  to  be  observed  longer. 

How  mana  new  cam  uifl  there  be  this  fear? 

In  1993,  about  1.170,000  new  cancer  cases  wDI  be 
diagnosed.  This  estimate  does  not  Include  carcinoma  In 
situ  and  basal  and  squamous  cell  skin  cancers.  The 
Incidence  of  these  skin  cancers  Is  estimated  to  be  over 
700,000  cases  annually. 

How  many  people  mill  die? 

This  year  about  526,000  will  die  of  cancer— about  1,400 
people  a  day.  One  out  of  every  five  deaths  in  the  US  Is 
from  cancer. 

What  b  the  national  cancer  death  rate? 
There  has  been  a  steady  rise  In  the  cancer  mortality 
rate  In  the  US  In  the  last  half  century  The  age-adjusted 
rate  In  1930  was  143  per  100,000  population.  It  rose  to 
152  by  1940,  to  163  in  1970.  and  was  171  In  1989.  The 
major  cause  of  this  Increase  ha*  been  lung  cancer.  Death 
rates  for  many  major  cancer  sites  have  leveled  off  or  declined 
over  the  past  50  years  (see  page  6). 

How  mana  people  are  surviving  cancer? 

In  the  early  1900$,  lew  cancer  patients  had  any  hope 
of  long  term  survival.  In  the  1930s,  less  than  one  In  five 
was  alive  five  years  after  treatment  In  the  1940s,  It  was 
one  In  four,  and  In  the  1960s,  It  was  one  In  three.  About 
468,000  Americans,  or  4  of  10  patients  who  get  cancer 
this  year,  will  be  alive  5  years  after  diagnosis.  The  gain 
from  I  In  3  In  the  1960s  to  4  In  10  now  represents  over 
80,000  persons  each  year. 

This  4  in  tO,  or  about  40%  Is  called  the  "observed"  survival 
rate.  When  adjusted  for  normal  life  expectancy  (factors 
such  as  dying  of  heart  disease,  accidents,  and  diseases 
of  old  age),  a  "relative"  5-year  survival  rate  of  52%  Is  seen 
for  all  cancers.  The  relative  survival  rate  Is  commonly  used 
to  measure  progress  in  the  early  detection  and  treatment 
of  cancer. 
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Research/  Didgnejli,  tma  im\m\\\ 


Research  Into  the-  causes  and  mechanisms  of  cancer 
have  created  some  changes  and  opportunities  In  the  diag- 
nosis and  treatment  of  the  disease.  For  example,  the  bur- 
geoning field  of  cancer  genetics  Is  allowing  doctors  to 
establish  tumor  markers  to  gauge  the  aggressiveness  of 
disease  and  use  genetic  traits  to  diagnose  certain  types 
of  cancers. 

Some  cancers  that  only  a  few  decades  ago  had  a  very 
poor  outlook  arc  often  cured  today:  acute  lymphocytic 
leukemia  In  children,  Uodflkln's  disease.  Dutkltt's  lym- 
phoma, Swing's  sarcoma  (a  form  of  hone  cancer),  Wilms' 
tumor  (a  kidney  cancer  In  children),  rhabdomyosarcoma 
(a  cancer  m  certain  muscle  tissue),  choriocarcinoma 
(placental  cancer),  testicular  cancer,  and  osteogenic  (hone) 
sarcoma.  Other  cancers,  particularly  those  that  have 
metastasized,  have  not  yet  yielded  to  effective  treatment 
and  are  the  locus  of  continuing  research. 

The  following  developments  Indicate  the  directions  of 
current  and  future  research: 

•  Oncogenes,  which  play  a  role  In  normal  cell  growth 
and  differentiation,  can  mutate  to  cause  a  toss  of  control 
mechanism  and  allow  for  the  runaway  cell  growth 
associated  with  cancer.  The  presence  of  certain  oncogenes 
Is  being  trsed  to  predict  which  tumors  are  likely  to  recur 
after  surgery  and/or  to  Identify  family  members  at  risk. 

•  Suppressor  genes,  which  exist  In  normal  cells  to 
control  cell  growth,  also  play  a  role  In  cancer.  Some  cancers 
are  caused  when  mutations  occur  In  these  genes,  allowing 
uncontrolled  cell  growlh.  For  example,  the  p53  suppressor 
gene  frequently  is  altered  in  many  types  of  cancer,  Including 
breast  and  lung.  In  one  familial  syndrome,  where  family 
members  have  high  rates  of  cancer,  about  W%  of  those 
who  Inherit  the  abnormal  p53  gene  get  cancer  by  the 
age  of  50.  Family  members  can  now  be  screened  fee  the 
genetic  abnormality  before  cancer  develops. 

•  Through  genetic  engineering,  researchers  may  be  able 
to  correct  Impaired  Immune  systems  and  even  modify 
hereditary  susceptibility  by  transplanting  normal  copies 
of  genes  Into  cells  that  have  mutated  copies  of  those  genes. 

•  Use  of  potent  growth  factors  ran  stimulate  normal 
bone  marrow  cells  to  withstand  very  high  doses  of  cheimv 
therapcutic  drugs. 

•  A  genetic  fuslirg  of  cancer  cells  with  normal  cells  can 
produce  dlsease-frfhtlng  monoclonal  antibodies  (specific 
antibodies  tailored  lo  seek  out  chosen  targets  on  cancer 
cells).  Their  potential  hi  the  diagnosis  and  treatment  of 
cancer  Is  under  study,  and  Ihcy  are  showing  promise  far 
carrying  cancer  killing  radiation  and  drugs  to  a  precise 
location.  Scientists  are  now  developing  monoclonal 


antibodies  that  have  both  human  and  mouse  components 
(originally,  these  antibodies  were  all  developed  In  mice) 
so  patients  will  not  develop  Immune  responses  to  the 
antibody  treatment. 

•  Researchers  are  understanding  how  cancer  cells  spread 
to  healthy  tissues,  t  process  called  metastasis.  Cell 
mutations  can  cause  Increased  production  of  destructive 
enzymes  that  allow  them  to  Invade  surrounding  tissues 
and  penetrate  blood  vessels  In  order  to  travel  to  other 
parts  of  the  body.  A  powerful  enzyme  Inhibitor,  TIMP- 
2  Is  showing  promise  for  abolishing  the  metastatic  potential 
of  tumor  cells.  A  metastasis  suppressor  gene,  NM23,  has 
also  been  Identified. 

•  New  ways  have  been  found  to  treat  early  breast  and 
colon  cancers  postoperatively  with  drugs.  This  "adjuvant" 
treatment  may  eradicate  cancer  cells  remaining  after 
surgery  and  Increase  cure  rates. 

•  Neoadjuvant  chemotherapy  (giving  chemotherapy  to 
shrink  the  cancer  and  then  removing  K  surgically)  has 
been  successful  against  various  types  of  cancers.  This  Is 
one  of  the  most  promising  of  new  treatment  approaches. 

•  Understanding  the  causes  of  pain  In  cancer  patients 
has  Increased  the  options  for  controlling  pain.  Regular 
use  of  orally  administered  pain  medicines,  infusions  or 
injections  of  analgesics,  and  procedures  to  Interrupt  pain 
pathways  are  among  the  effective  approaches  available  far 
the  majority  of  patients  with  pain  from  cancer. 

•  Researchers  are  examining  synthetic  retinoids  (cousins 
of  vitamin  A)  and  other  substances  to  see  If  recurrences 
of  certain  cancers  can  be  presented  and  If  these  agents 
can  reduce  cancer  In  high-risk  groups.  The  cancer 
prevention  capabilities  of  carotenoldi,  vitamin  A  deriva- 
tives, are  also  being  researched. 

•  In  clinical  trials,  taxol,  an  agent  obtained  currently 
from  the  hark  of  Pacific  yew  trees,  has  been  effective  hi 
treating  ovarian  cancer.  Research  efforts  are  underway  to 
synthesize  this  scarce  drug  In  the  laboratory  and  the 
synthesized  taxol  will  soon  become  available  far  critical 
research  to  test  Its  efficacy. 

•  New  approaches  to  drug  therapy  use  combinations  of 
ehemolherapeatlc  drugs,  or  chemotherapy  pros  surgery 
or  radiation.  New  classes  of  agents  are  being  tested  for 
their  effectiveness  In  treating  patients  whose  disease  Is 
resistant  to  drug  therapies  now  In  use.  Understanding  the 
basis  of  drug  resistance  and  developing  counterattacks  are 
major  areas  of  research  today. 

•  Many  patients  with  primary"  bone  cancer  now  are 
treated  successfully  by  removing  and  replacing  a  section 
of  bone  rather  than  by  amputating  the  leg  or  arm.  Drugs 
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and  radial  Ion  therapy  are  being  used  effectively  after  bone 
cancer  surgery,  resulting  In  dramatic  Improvement  In 
survival. 

•  New  high-technology  diagnostic  Imaging  technique* 
have  replaced  exploratory  surgery  for  some  cancer  patients. 
Magnetic  resonance  Imaging  (MRI)  Is  one  example  of  such 
technology.  In  MRI.  a  huge  electromagnet  Is  used  to  detect 
hidden  tumors  by  mapping  the  vibrations  of  the  various 
atoms  In  the  body  on  a  computer  screen.  Computerized 
tomography  (CT)  scanning  uses  x-rays  to  examine  parts 
of  the  body.  In  both  of  these  painless,  noninvasive  pro- 
cedures, cross-section  pictures  can  show  a  tumor's  shape 
and  location  more  accurately  than  Is  possible  with 
conventional  x-ray  techniques.  Fbr  patients  undergoing 
radiation  therapy,  CT  scanning  may  enable  the  therapist 
to  pinpoint  the  tumor  more  precisely,  and  thus  provide 
more  accurate  radiation  dosage  white  sparing  normal 
tissue.  Tosilron  emission  tomography  (PET)  Is  another 
Imaging  technique.  One  of  the  advances  In  the  area  of 
Imaging  combines  two  or  three  different  types  of  Images 
(e.g.,  MRI  and  rET)  In  »  computer  to  create  a  three- 
dimensional  picture  that  can  be  rotated  on  the  screen. 
This  technology  Is  currently  used  In  some  medical  centers 
to  help  plan  for  surgery  and  radiation  therapy  m  areas 
such  as  the  brain. 

•  Immunotherapy  holds  the  hope  of  enhancing  the 
body's  own  disease-fighting  systems  to  control  cancer. 
Interferon  (a  naturally  occurring  body  protein  capable  of 
killing  cancer  cells  or  stopping  their  growth).  InlerleuMn- 
2  (a  growth  factor  that  greatly  stimulates  cells  of  the 
Immune  system  to  directly  fight  cancer),  and  other  bio- 
logic response  modifiers  are  under  study.  Recently,  Inter- 
feron was  made  available  to  ad  doctors  as  the  treatment 
for  hairy  cell  leukemia,  a  rare  blood  cancer  of  older 
Americans,  lnterleukln-2  Is  under  very  active  research  In 
the  treatment  of  kidney  cancer  and  melanoma.  Cene  therapy 
b  the  newest  approach  to  stimulating  Immune  cells  to 
fight  cancer. 

•  Many  cancers  are  caused  by  a  two  stage  process 
through  exposure  to  substances  known  as  Initiator*  and 
promoter*.  Research  scientists  are  exploring  ways  of 
Interrupting  this  process  to  prevent  the  development  of 
cancer. 

•  Ongoing  research  Into  new  drug  development  will 
result  In  compounds  that  are  less  toxic  to  normal  cells 
amd  more  potent  against  tumor  cells.  New  drugs  will  also 
allow  physician?  to  circumvent  the  problem  of  drug 
resistance  that  many  cancer  cells  develop.  Along  that  same 
line  of  research,  genes  responsible  for  cancer  cell  resistance 
to  chemotherapy  have  recently  been  discovered. 

•  New  technologies  have  made  It  possible  to  use  bone 
narrow  transplantation  as  an  Important  treatment  option 
In  select  patients  with  leukemia,  lymphoma,  <*  breast 
cancer.  Bone  marrow  transplantation  for  other  cancers  Is 


under  study.  Because  disruption  of  bone  marrow  function 
Is  •  side  effect  of  some  cancer  treatments,  researchers  are 
evaluating  autologous  bone  marrow  transplants,  In  which 
a  portion  of  the  patient's  own  marrow  Is  removed  before 
treatment,  saved,  and  later  restored.  This  procedure 
eliminates  the  problems  of  matching  s  donor  with  the 
recipient  patient,  and  may  make  It  possible  for  the  patient 
lo  tolerate  larger  doses  of  anticancer  drugs  or  radiation 
therapy. 

•  With  medical  progress  producing  longer  survival 
periods  for  many  cancer  patients,  clinical  concerns  are 
expanding  to  Include  not  only  patients'  physical  well-being, 
but  also  thrlr  psychosocial  needs.  The  response  of  both 
patient  and  family  to  the  disease,  the  patient's  sexual 
concerns,  employment  and  Insurance  needs,  and  ways  to 
provide  psychosocial  support  have  emerged  as  Important 
areas  of  research  and  clinical  care. 

•  Improvements  In  cancer  treatment  have  made  possible 
more  conservative  management  of  some  early  cancers.  In 
early  cancer  of  the  larynx,  many  patients  are  now  able 
to  retain  the  larynx  and  voice;  In  colorectal  cancer,  fewer 
permanent  colostomies  are  needed;  In  many  cases,  the 
surgery  for  breast  cancer  is  often  more  limited:  and  special 
nerve-sparing  surgery  now  commonly  used  for  prostate 
cancer  could  enable  men  to  maintain  normal  penile 
function. 

•  Prostatic  ultrasound  (a  rectal  probe  using  ultrasonic 
waves  to  produce  an  Image  of  the  prostate)  Is  currently 
being  investigated  as  a  potrntial  means  to  Increase  the 
early  detection  of  occult  (not  clinically  suspected)  prostate 
cancer.  Recently,  prostatic  ultrasound  has  been  combined 
with  a  Mood  test  for  prostate  specific  antigen  to  aid  m 
early  detection  of  prostate  cancer. 

•  A  large  clinical  trial  Is  underway  to  evaluate  the 
usefulness  of  an  estrogen-blocking  drug  called  tamoxifen. 
Commonly  used  to  treat  women  when  lltey  have  breast 
cancer,  this  large  study  hopes  to  see  If  tamoxifen  can  also 
be  used  to  prevent  breast  cancer  In  women  who  are  at 
high  risk. 

•  Ftyehonoelal  and  behavioral  research  Is  showing  much 
promise  as  evidence  mounts  that  lifestyle  (tobacco,  diet) 
and  environmental  factors  Influence  a  person's  general 
health  and  chances  of  developing  cancer,  as  well  as  the 
mental  ability  to  cope  with  cancer  If  It  occurs.  Research 
on  behavioral  modification  Is  having  a  significant  Impact 
on  symptoms  of  cancer  and  Us  treatment,  such  as  pain, 
nausea,  and  vomiting.  Other  research  deals  with  stress 
during  treatment  and  during  recovery  after  surgery  or 
radiation  treat  ment.  A  number  of  Investigations  concentrate 
on  breast  cancer,  specifically  on  how  women  can  be 
motivated  lo  make  use  of  mammography  screening,  and 
how  to  adjust  to  surgery.  If  such  intervention  becomes 
necessary. 
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Costs  of  Cancer 


The  financial  costs  of  cancer  are  great  holh  for  the 
Individual  and  for  society  as  a  whole.  The  National  Cancer 
Institute  estimates  overall  costs  for  cancer  at  J 104  billion 
for  1990;  $35  billion  for  direct  medical  costs,  S 12  billion 
for  morbidity  costs  (cost  of  lost  productivity),  and  $57 
billion  for  mortality  costs.  Earlier  figures  showed  that 


cancer  accounts  for  10%  of  the  total  cost  of  disease  In 
the  US  and  that  Its  share  of  the  total  cost  of  premature 
death  was  about  18%  of  all  causes  of  death  In  1985. 

The  cost  of  cancer  screenings.  Including  mammograms, 
rap  smears,  and  colorectal  exams  adds  another  $3  to  $4 
billion  to  overall  cancer  costs. 

Individual  medical  costs  may  be  covered  by  private 
Insurance  companies  or  public  health  Insurance  programs 


Cancer  Death  Rates  by  Site,  Males,  United  Statti,  1930-19 
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such  as  Medicare,  Medicaid,  and  Veterans  Affairs.  Host 
of  the  non -elderly  population  receive  their  primary  coverage 
through  employment  hascd  group  Insurance.  Medicare 
covers  medical  costs  for  those  65  and  over  and  the  disabled, 
about  34  million  persons  In  1989.  Medicaid  serves  the 
poor,  covering  shout  24  million  people.  About  33  million 
people,  or  about  14%  of  the  population,  had  no  health 
care  coverage  In  1989. 


In  1989  and  1990,  Congress  passed  legislation  mandating 
Medicare  coverage  for  cervical  and  breast  cancer  screening, 
respectively  For  women  over  age  65,  Medicare  currently 
covers  a  Pap  smear  once  every  three  years  and  a  mam- 
mogram every  two  years.  Although  this  policy  does  not 
strictly  conform  to  ACS  screening  recommendations  (see 
page  21),  R  does  begin  to  address  the  benefits  of  early 
detection. 


Cancer  Death  Rates  by  Site,  females,  United  States,  1930-19 
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30  Y.or  Trends  In  Cancer  Death  Katei'  per  100,000  Population,  1937-59  la  1917-19 
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Lung  Cancer 


Incidence:  An  estimated  J  70,000  new  cases  In  1993.  The 
Incidence  rate,  wlilch  had  been  Increasing  steadily  In  men 
and  women  for  several  decades,  has  declined  In  men,  from 
a  high  of  87  per  100,000  In  1984  to  80.1  In  1989.  The 
Incidence  rate  In  women  continues  to  Increase  to  39.3 
per  100,000  In  1989. 

Mortality:  An  estimated  J49.0O0  deaths  In  1993.  Since 
1987,  more  women  have  dlrd  of  lung  cancer  than  breast 
cancer,  which,  for  over  40  years,  was  the  major  cause 
of  cancer  death  In  women. 

Warning  Signal*:  Persistent  cough,  sputum  streaked  with 
blood,  chest  pain,  recurring  pneumonia  or  bronchitis. 

Risk  Factors:  Cigarette  smoking;  exposure  to  certain 
Industrial  substances,  such  as  arsenic,  certain  organic 
chemicals  and  asbestos,  particularly  for  persons  who  smoke; 
radiation  exposure  from  occupational,  medical,  and  envi- 
ronmental sources.  Residential  radon  exposure  may 
Increase  risk,  especially  In  cigarette  smokers.  Exposure 
to  sldcstream  cigarette  smoke  Increases  the  risk  for 
nonsmokers. 

Early  Detection:  Because  symptoms  often  don't  appear 
until  the  disease  Is  In  advanced  stages,  early  detection 
Is  very  difficult.  In  smokers  who  slop  smoking  at  the  lime 
of  early  precancerous  cellular  changes,  damaged  bronchial 
lining  tissues  often  return  to  normal  Smokrrj  who  persist 
In  smoking  may  form  abnormal  cell  growth  patterns  that 
lead  to  cancer.  Chest  x-ray.  analysis  of  the  types  of  cells 
contained  In  sputum,  and  fiberoptic  examination  of  the 
bronchial  passages  assist  diagnosis. 

Treatment:  Determined  by  the  type  and  stage  of  the 
cancer.  Options  Include  surgery,  radiation  therapy,  and 
chemotherapy.  For  many  localized  cancers,  surgery  Is 
usually  the  treatment  of  choice.  Because  the  disease  has 
usually  spread  by  the  time  It  Is  discovered,  radiation  therapy 
•nd  chemotherapy  are  often  needed  In  combination  wtth 
surgery.  In  small  cell  cancer,  chemotherapy  alone  or 
combined  with  radiation  has  replaced  surgery  as  the 
treatment  of  choice;  on  this  regimen,  a  large  percentage 
of  patients  experience  remission,  which  rn  some  cases  Is 
long-lasting. 

Survival:  The  5-year  relative  survival  rate  Is  only  13% 
In  all  patients,  regardless  of  stagr  at  diagnosis  The  rate 
Is  4fi%  for  cases  detected  when  the  disease  Is  still  localized, 
but  only  16%  of  lung  cancers  are  discovered  that  early. 


Colon  and  Rectum  Cancer 

Incidence:  An  estimated  152,000  new  cases  In  1993, 
Including  109,000  of  colon  cancer  and  43,000  of  rectum 
cancer  Incidence  rates  appear  to  be  declining  for  all  groups 
except  for  black  men. 

Mortality:  An  est  I  mated  57,000  deaths  (50.000  from  colon 
cancer,  7,000  from  rectum  cancer)  In  1993.  Mortality  from 
colorectal  cancer  has  fallen  29%  for  women  and  6%  for 
men  a\*i  the  last  30  years. 

Warning  Signal*:  Rectal  bleeding,  blood  In  the  stool, 
change  In  bowel  habits. 

Risk  Factor*:  Personal  or  family  history  of  cancer  or 
polyps  of  the  colon  or  rectum;  Inflammatory  bowel  disease. 
High-fat  and/or  low-fiber  diet  may  be  associated  with 
Increased  risk. 

Early  Detection:  Digital  rectal  examination,  stool  blood 
test,  and  proctosigmoidoscopy  are  recommended  by  the 
American  Cancer  Society  to  delect  colon  or  rectum  cancer 
In  asymptomatic  patients. 

Digital  rectal  examination  Is  performed  by  a  physician 
during  an  office  visit.  The  American  Cancer  Society 
recommrnds  that  this  examination  be  performed  annually 
after  age  40. 

The  stool  blood  test  Is  a  simple  method  to  lest  fecet 
for  hidden  blood.  The  specimen  Is  obtained  by  the  patient 
at  home  and  returned  to  the  physician's  office,  a  hospital, 
or  a  clinic  for  analysis.  The  Society  recommend*  annual 
testing  after  age  50. 

In  proctosigmoidoscopy,  the  physician  uses  a  hollow 
lighted  tube  to  Inspect  the  rectum  and  lower  colon.  To 
detect  cancers  higher  In  the  colon,  longer,  flexible 
Instruments  are  being  used,  as  well  as  a  rigid  scope.  The 
American  Cancer  Society  recommends  the  use  of  tM» 
examination  every  3  to  5  years  after  age  50. 

If  any  of  these  tests  reveal  possible  problems,  more 
extensive  studies,  such  as  colonoscopy  (examination  of  the 
entire  colon)  and  barium  enema  (an  x-ray  procedure  In 
which  the  Intestines  are  viewed),  may  be  needed. 

Treatment:  Surgery,  at  times  combined  with  radiation, 
Is  Ihe  most  effective  method  of  treating  colorectal  cancer. 
The  role  of  chemotherapy  In  treating  advanced  cases  Is 
under  study.  Combinations  of  chemotherapy  and  Immu- 
nologic agents  have  recently  been  described  as  beneficial 
In  postoperative  patients  with  cancerous  lymph  nodes. 

Colostomy  (creation  of  an  abdominal  opening  for 
elimination  of  body  wastes)  Is  seldom  needed  for  cokm 
cancer  and  Is  Infrequently  required  for  rectal  cancer.  The 
American  Cancer  Society  has  a  patient  assistance  program 
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for  those  who  do  have  permanent  colostomies  (see  p.  27). 
Survival:  Wlien  colorectal  cancer  Is  detected  In  an  early, 
localized  stage,  the  5-year  survival  rales  are  91%  for  colon 
cancer  and  85%  for  rectal  cancer.  After  the  cancer  has 
spread  regionally,  to  Involve  adjacent  organs  or  lymph 
nodes,  the  survival  rales  ijrop  lo  60%  and  51%,  respectively. 
Survival  rates  (or  persons  with  distant  metastases  are  less 
than  7%. 


Breast  Cancer 


Incidence!  An  estimated  182,000  new  rases  among 
women  In  the  United  States  during  1993.  Approximately 
one  of  every  nine  women  will  develop  breast  cancer  by 
age  85.  Ahout  1,000  new  cases  of  breast  cancer  will  be 
diagnosed  In  men  In  199.1.  Brrast  cancer  Incidence  rales 
for  women  Increased  about  2%  a  year  since  the  early  1970s, 
but  have  leveled  off  since  19K7  at  about  107  per  100.000. 
Some  of  'he  recent  rise  In  rates  Is  believed  to  be  due 
to  marked  Increases  In  mammography  utilization,  allowing 
the  detection  of  early  stage  breast  cancers,  frequently  before 
they  would  become  clinically  apparent.  Other  reasons  for 
a  long-term  Increase  In  breast  cancer  are  not  yet 
understood. 

Mortality:  An  estimated  46,300  deaths  (16.000  women, 
300  men)  In  1993:  In  women,  the  second  major  cause 
of  cancer  death.  Although  Incidence  rates  are  Increasing, 
early  detection  and  Improved  treatment  have  kept  mortality 
rates  fairly  stable  over  the  past  50  years. 

Warning  Signals:  Breast  changes  that  persist,  such  as 
a  lump,  thickening,  swelling,  dimpling,  skin  Irritation, 
distortion,  retraction,  scatiness,  pain,  or  tenderness  of  the 
nipple. 

Risk  Factors:  Over  age  40,  Increases  with  age;  personal 
or  family  history  of  breast  cancer;  early  age  at  menarche, 
bte  age  at  menopause,  never  had  children  or  late  age  at 
first  live  birth,  and  higher  education  and  socioeconomic 
Status.  International  variability  In  cancer  Incidence  rates 
correlate  with  variations  in  diet,  especially  fat  Intake, 
although  a  causal  role  for  dietary  factors  has  not  been 
firmly  established  Breast  cancer  risk  factors  appear  to 
be  more  useful  In  providing  clues  to  the  development  of 
cancer  than  In  Identifying  prevention  strategics.  Since 
adult  women  may  not  be  able  to  alter  their  personal  risk 
factors  In  any  practical  sense,  the  best  opportunity  for 
reducing  mortality  Is  through  early  detection.  Many  women 
will  have  one  or  more  risk  factors  for  breast  cancer.  How- 
ever, most  risks  are  at  such  a  low  level  that  they  only 
partly  explain  the  high  frequency  of  the  disease  In  the 
population. 

Early  Detection:  The  Society  recommends  that  women 
have  a  screening  mammogram  by  age  40;  women  40  to 
49  should  have  a  mamm')gram  every  1-2  years;  asymp- 
tomatic women  age  50  and  over  should  have  a  mammogram 


every  year.  In  addition,  a  clinical  physical  examination 
of  the  breast  Is  recommended  every  three  years  for  women 
20  to  40,  and  every  year  for  those  over  40.  The  Society 
also  recommends  monthly  breast  self-examination  as  a 
routine  good  health  habit  for  women  20  years  or  older. 
Most  breast  lumps  are  not  cancer,  but  only  a  physician 
can  make  a  diagnosis. 

Besides  Its  effectiveness  In  screening  asymptomatic 
women,  mammography  Is  recognized  as  a  valuable 
diagnostic  technique  for  women  who  have  findings 
suggestive  of  breast  cancer.  Once  a  breast  lump  Is  found, 
mammography  ran  help  determine  If  there  are  other  lesions 
too  small  to  be  felt,  In  the  same  or  opposite  breast.  Since 
a  small  percentage  of  breast  cancers  may  not  be  seen  on 
a  mammogram,  all  suspicious  lumps  should  be  biopsied 
for  a  definitive  diagnosis,  even  when  current  or  recent 
mammography  findings  are  described  as  normal. 

Treatment:  Taking  Into  account  the  medical  situation 
and  the  patient's  preferences,  treatment  may  require 
lumpectomy  (local  removal  of  the  tumor),  mastectomy 
(surgical  removal  of  the  breast),  radiation  therapy,  chemo- 
therapy, or  hormone  manipulation  therapy.  Often,  two  or 
more  methods  art  used  In  combination. 

Patients  should  discuss  with  their  physicians  possible 
options  for  the  best  management  of  their  breast  cancer. 

New  techniques  In  recent  years  have  made  breast 
reconstruction  possible  after  mastectomy,  and  the  cosmetic 
results  usually  are  good.  Reconstruction  has  become  an 
Important  part  of  treatment  and  rehabilitation. 

Survival:  The  5-year  survival  rate  for  localized  breast 
cancer  has  risen  from  7R%  In  the  1940S  to  93%  today. 
If  the  breast  cancer  Is  In  situ  (not  Invasive),  the  survival 
rate  approaches  100%.  If  the  cancer  has  spread  regionally, 
however,  the  survival  rate  Is  71%,  for  persons  with  distant 
metastases,  the  survival  rate  Is  18%. 


Prostate  Cancer 


Incidence:  An  estimated  165,000  new  cases  In  the  United 
States  during  1993.  Approximately  one  of  every  10  men 
will  develop  prostate  cancer  by  age  85.  Prostate  cancer 
Incidence  rates  are  40%  higher  for  black  men  than  v:hlte 
men.  Since  the  1980s  prostate  cancer  Incidence  rates  have 
risen  4%  a  year  largely  due  to  Improved  detection.  Further 
Increased  Incidence  Is  expected  with  widespread  use  of 
scrum  screening  tests. 

Mortality:  An  estimated  35.000  deaths  In  1993.  the 
second  leading  cause  of  cancer  deaths  In  men. 

Warning  Signals:  Weak  or  Interrupted  urine  flow; 
Inability  to  urinate,  or  difficulty  starting  or  stopping  the 
urine  (low;  the  need  to  urinate  frequently,  especially  at 
night;  blood  In  the  urine;  pain  or  burning  on  urination; 
continuing  pain  In  lower  back,  pelvis,  or  upper  thighs. 
Most  of  these  symptoms  are  nonspecific  and  may  be  similar 
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to  those  caused  by  benign  condMlons  such  as  Infection 
or  prostate  enbrgemrnt. 

RliV  Factor*!  Incidence  Increases  wtlh  age;  ewer  H0% 
of  alt  prostate  cancers  are  diagnosed  In  men  over  age  65. 
The  disease  Is  more  common  In  northwestern  Europe  and 
North  America.  It  Is  rare  m  the  Near  East,  Africa,  Central 
America,  and  South  America.  Tor  reasons  not  currently 
known.  Hack  Americans  have  the  highest  mcldenre  rate 
In  the  world.  There  b  some  familial  association,  but  It 
b  unclear  whether  this  Is  due  to  genetic  or  environmental 
factors  International  studies  suggest  that  dietary  fat  may 
be  a  factor. 

Early  Detection!  Every  man  40  and  over  should  have 
a  digital  rectal  examination  as  part  of  his  regular  annual 
physical  checkup.  In  addition  the  ACS  recommends  that 


men  50  and  over  have  annual  prostate-specific  antigen 
blood  testing.  If  either  result  b  suspicious,  further 
evaluation  m  the  farm  of  transrectal  ultrasound  should 
be  performed. 

Treatment:  Surgery,  radiation,  and/or  hormones  and 
anticancer  drugs,  are  treatment  options.  Hormone  treat- 
ment and  anticancer  drugs  may  control  prostate  cancer 
far  fang  periods  by  shrinking  the  siae  of  the  tumor,  thus 
relieving  pain. 

Survival:  Fifty-eight  percent  of  all  prostate  cancers  are 
discovered  white  still  localized:  the  5-year  relative  survival 
rate  far  patients  whose  tumors  are  diagnosed  at  this  stage 
b  91%.  Survival  rates  for  all  stages  combined  have  steadily 
Improved,  and  In  the  past  30  yean  have  increased  from 
50%  to  76%. 
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Pancreas  Cancer 


Incidence:  An  estimated  27,700  new  cases  In  the  United 
States  In  1993.  The  disease  Is  30%  more  common  In  men, 
and  occurs  approximately  40%  more  frequently  In  blade 
Americans  than  In  white  Americans. 

Mortality:  An  estimated  25,000  deaths  In  1993.  Pan- 
creatic cancer  Incidence  and  mortality  rates  have  been  fairly 
stable  since  the  early  1970s,  eicept  among  Hade  women, 
whose  rates  have  Increased  slightly. 

Warning  Signal*:  Cancer  of  the  pancreas  Is  a  "silent" 
disease,  one  that  occurs  without  symptoms  until  It  Is  In 
advanced  stages. 

Risk  Factor*:  Very  little  Is  known  about  what  causes 
the  disease  or  how  to  prevent  It.  Risk  Increases  after  age 
SO,  with  the  most  cases  occurring  between  ages  65  and 
79.  Smoking  Is  a  risk  factor;  Incidence  Is  more  than  twice 
as  high  for  smokers  as  nonsmokcrs.  Some  studies  have 
suggested  associations  with  chronic  rancrtatltls,  diabetes, 
or  cirrhosis,  hut  tliese  findings  have  not  been  confirmed. 
In  countries  where  the  diet  Is  high  In  fat,  pancreatic  cancer 
rates  are  higher. 

Early  Detection:  At  present,  only  a  biopsy  yields  a  certain 
diagnosis,  and  because  of  the  "silent"  course  of  the  disease, 
the  need  for  biopsy  Is  likely  to  be  obvious  only  after  the 
disease  has  advanced.  Researchers  are  focusing  on  ways 
to  diagnose  pancreatic  cancer  before  symptoms  occur. 
Ultrasound  Imaging  and  computerlted  tomography  (CT) 
scans  are  being  tried. 

Treatment:  Surgery,  radiation  therapy,  and  anticancer 

drugs  are  treatment  options,  but  have  had  little  Influence 

on  the  outcome.  Diagnosis  Is  usually  so  late  that  none 

of  these  Is  used. 

Survival:  Only  3*  of  patients  Ave  more  than  5  yean 

after  diagnosis. 


Uterus  and  Cervix  Cancer 

Incidence:  An  estimated  44,500  new  Invasive  cases  In 
1993,  including  13,500  cases  of  cancer  of  the  cervix  and 
31 ,000  cases  of  cancer  of  the  corpus  (body)  of  the  uterus, 
usually  of  the  endometrium  (lining).  The  Incidence  of 
Invasive  cervical  cancer  has  steadily  decreased  over  the 
years.  Cervical  carcinoma  In  situ,  a  precancerous  condition, 
Is  now  more  frequent  than  Invasive  cancer,  especially  In 
women  under  50.  Endometrial  cancer  Is  most  common 
In  older  women,  diagnosis  usually  Is  made  after  age  50. 

Mortality:  An  estimated  4.400  deaths  In  1993  from 
cervical  cancer  and  5,700  from  endometrial  and  unspecified 
uterine  cancer.  Overall,  the  death  rate  for  uterine  cancer 
has  decreased  more  than  70%  over  the  past  40  yean,  due 
mainly  to  regular  checkups  and  the  use  of  the  Pap  test 
for  early  detection  of  cervical  cancer. 

Warning  Signals:  Bleeding  outside  of  the  normal 
menstrual  period  or  after  menopause,  or  unusual  vaghul 
discharge. 

Risk  Fadon:  For  cervical  cancer,  early  age  at  first 
Intercourse,  multiple  sex  partnen,  cigarette  smoking,  and 
certain  sexually  transmitted  diseases.  For  endometrial 
cancer:  early  menarche,  late  menopause,  history  of 
Infertility,  failure  to  ovulate,  tamoxifen  or  unopposed 
estrogen  therapy,  obesity. 

During  menopause,  the  level  of  hormones  (estrogens) 
normally  produced  by  the  ovaries  declines.  This  cause* 
symptoms  such  as  "hot  flashes"  or  painful  sexual 
Intercourse  due  to  thinning  of  the  vaginal  lining.  To  control 
these  symptoms,  estrogen  replacement  therapy  Is  given 
to  women  during  and  after  menopause.  This  therapy  may 
Increase  the  risk  of  endometrial  cancer,  therefore,  the 
benefits  and  risks  of  such  treatment  should  be  discussed 
by  the  woman  and  her  physician. 
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Early  Detection:  Hie  Tap  test  Is  a  simple  procedure  that 
can  be  performed  at  appropriate  Intervals  by  health  care 
professionals  as  part  of  a  pelvic  examination.  A  small  sample 
of  cells  Is  swahbed  from  the  cervix  and  body  of  the  uterus, 
transferred  to  a  slide,  and  examined  under  a  microscope. 
This  test  should  be  performed  annually  with  a  pelvic 
examination  Hi  women  who  are,  or  have  been,  sexually 
active  or  who  have  reached  age  18  years.  After  three  or 
more  consecutive  annual  examinations  with  normal  find- 
ings, the  Pap  test  may  be  performed  less  frequently  at 
the  discretion  of  the  physician.  The  Pap  test,  highly  effec- 
tive In  detecting  early  cancer  of  the  uterine  cervix.  Is  only 
partially  effective  In  detecting  endometrial  cancer.  Women 
40  and  over  should  have  an  annual  pelvic  exam  by  a  health 
professional.  Women  at  high  risk  of  developing  endometrial 
cancer  should  have  an  endometrial  tissue  sample  evaluated 
at  menopause. 

Treatment!  Uterine  cancers  generally  are  treated  by 
surgery  or  radiation,  or  by  a  combination  of  the  two.  In 
precancerous  (m  situ)  stages,  changes  m  the  cervix  may 
be  treated  by  cryotherapy  Ithe  destruction  of  cells  by 
extreme  cold),  by  electrocoagulation  (the  destruction  of 
tissue  through  Intense  heat  by  electrk  current ),  or  hy  local 
surgery.  Precancerous  endometrial  changes  may  be  treated 
with  the  hormone  progesterone. 

Survival:  The  5  year  survival  rate  for  all  cervical  cancer 
patients  Is  66%.  For  patients  diagnosed  early,  however, 
the  survival  rate  Is  89%  and  H  the  disease  Is  m  situ,  the 
rate  Is  virtually  100%.  In  endometrial  cancer,  survival  rales 
are  83%  overall,  94%  If  discovered  at  an  early  stage,  and 
68%  In  a  regional  stage. 

Cancer  in  Children 

Incidence:  An  estimated  8,000  new  rases  In  199.1;  as 
a  childhood  disease,  cancer  Is  rare.  Common  sites  Include 
the  blood  and  bone  marrow,  bone,  lymph  nodes,  brain, 
nervous  system,  kidneys,  and  soft  tissues. 

Mortality:  An  estimated  1,500  deaths  In  1993,  about  one- 
third  of  them  from  leukemia.  Despite  Its  rarity,  cancer 
Is  the  chief  cause  of  death  by  disease  In  children  between 
the  ages  of  I  and  14.  Mortality  rates  have  declined  60% 
since  1950. 

Early  Detection:  Cancers  in  children  often  are  difficult 
to  recognize.  Parents  should  see  that  their  children  have 
regular  medical  checkups  and  should  be  alert  to  any 
unusual  symptoms  that  persist.  These  Include:  an  unusual 
mass  or  swelling;  unexplained  paleness  and  loss  of  energy; 
sudden  tendency  to  bruise;  a  persistent,  localized  pain  or 
limping;  prolonged,  unexplained  fever  or  Illness;  frequent 
headaches,  often  with  vomillng;  sudden  eye  or  vision 
changes;  and  excessive,  rapid  weight  loss. 

Some  of  the  main  childhood  cancers  are: 

Leukemia,  next  column. 


Osteogenic  sarcoma  and  Ewing's  sarcoma  are  bone 
cancers.  These  may  cause  no  pain  at  first,  and  swelling 
In  the  area  of  the  tumor  Is  often  the  first  sign. 

Neuroblastoma  can  appear  anywhere  but  usually  In  the 
abdomen,  where  a  swelling  occurs. 

Rhabdomyosarcoma,  the  most  common  soft  tissue 
sarcoma,  can  occur  In  the  head  and  neck  area,  genito- 
urinary area,  trunk,  and  extremities. 

Drain  cancers  in  early  stages  may  cause  headaches, 
blurred  or  double  vision,  dizziness,  difficulty  m  walking 
or  handling  objects,  and  nausea. 

Lymphomas  and  llodgkln's  disease  are  cancers  that 
Involve  the  lymph  nodes,  but  also  may  Invade  bone  marrow 
and  other  organs.  They  may  cause  swelling  of  lymph  nodes 
In  the  neck,  armpit,  or  groin.  Other  symptoms  may  Include 
general  weakness  and  fever. 

Retinoblastoma,  an  eye  cancer,  usually  occurs  m  children 
under  age  four.  When  detected  early,  cure  Is  possible  with 
appropriate  treatment. 

Wilms'  tumor,  a  kidney  cancer,  may  be  recognized  by 
a  swelling  or  lump  In  the  abdomen. 

Treatment:  Childhood  cancers  can  be  treated  by  a 
combination  of  therapies.  Treatment  Is  coordinated  by  a 
team  of  experts  Including  oncologic  physicians,  pedla'rk 
nurses,  social  workers,  psychologists,  and  others  who  assist 
children  and  their  families. 

Survival:  Five-year  survival  rates  vary  considerably, 
depending  on  the  site:  all  sites  68%;  bone  cancer,  56%; 
neuroblastoma,  55%;  brain  and  central  nervous  system, 
59%;  Wilms'  tumor  (kidney),  87%:  llodgkin't  disease.  88%; 
and  acute  lymphocytic  leukemia,  72%. 


Leukemia 


Incidence:  An  estimated  29.300  new  cases  m  1993, 
approximately  evenly  divided  Into  acute  leukemia  and 
chronic  leukemia.  Although  often  thought  of  as  primar- 
ily a  childhood  disease,  leukemia  will  strike  many  more 
adults  (26.700  this  year)  than  children  (2.600  this  year). 
Acute  lymphocytic  leukemia  accounts  for  approximately 
2,000  of  the  cases  of  leukemia  among  children.  In  adults, 
the  most  common  types  are  acute  granulocytic  (approxi- 
mately 6,800  cases)  and  chronic  lymphocytic  (approxi- 
mately 8,600  cases). 

Mortality:  An  estimated  18,600  deaths  In  1993. 

Warning  Signals:  Early  signs  may  Include  fatigue, 
paleness,  weight  loss,  repeated  infections,  bruising  easily, 
and  nosebleeds  or  other  hemorrhages.  In  children,  these 
symptoms  can  appear  suddenly.  Chronic  leukemia  can 
progress  slowly  and  with  few  symptoms. 

Risk  Factors:  Leukemia  strikes  both  sexes  and  all  ages. 
Causes  of  most  cases  are  unknown.  Persons  with  Down 
syndrome  and  certain  other  genetic  abnormalities  have 
higher  than  normal  Incidence  of  leukemia.  It  has  also  been 
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linked  to  excessive  exposure  to  Ionizing  radiation  and  to 
certain  chemicals  such  is  benzene,  a  commercially  used 
toxic  liquid  that  Is  also  present  In  lead-free  gasoline.  Certain 
forms  of  leukemia  and  lymphoma  are  caused  hy  a  retrovirus, 
HTLV-I  (human  T-ccll  Icukcmla/lymphoma  virus-1). 

Early  Detection:  Because  symptoms  often  resemble  those 
of  other,  less  serious  conditions,  leukemia  can  he  difficult 
to  diagnose  early.  When  a  physician  does  suspect  leukemia, 
diagnosis  can  be  made  using  Mood  tests  and  biopsy  of 
the  bone  marrow. 

Treatment:  Chemotherapy  Is  the  most  effective  method 
of  treating  leukemia.  Various  anticancer  drugs  are  used, 
either  In  combinations  or  as  single  agents.  Transfusions 
of  Mood  components  and  antibiotics  are  used  as  supportive 
treatments.  To  prevent  persistence  of  hidden  celts,  therapy 
of  the  central  nervous  system  has  become  standard 
treatment,  especially  In  acule  lymphocytic  leukemia.  Under 
appropriate  conditions,  bone  marrow  transplantation  may 
be  useful  In  the  treatment  of  certain  leukcmlas. 

Survival:  The  5-year  survival  rate  for  patients  with 
leukemia  Is  .17%,  due  partly  lo  very  poor  survival  of  patients 
with  some  types  of  leukemia  such  as  acute  granulocytic. 
Over  the  last  30  years,  however,  there  has  been  a  dramatic 
Improvement  Ih  survival  of  patients  with  acute  lymphocytic 
leukemia;  from  a  5-year  survival  rale  of  4*  for  people 
diagnosed  in  the  early  1960s  to  28%  In  the  early  1970s 
to  SIX  In  the  mid  1980s.  In  children,  the  Improvement 
has  been  from  4%  to  72*. 


Lymphoma 


Incidence:  An  estimated  50,900  new  cases  In  1993, 
Including  7,900  cases  of  llodgkin's  disease  and  43,000 
non-ltodgkin's  lymphoma.  Since  the  early  1970s,  Incidence 
rates  for  non-llodgkln's  lymphoma  have  Increased,  par- 
ticularly In  persons  over  age  65.  Incidence  of  llodgkin's 
disease  has  declined  significantly  over  the  same  time  period, 
especially  among  the  elderly. 

Mortality]  An  estimated  22.000  deaths  In  1993  (non- 
llodgkln's  lymphoma,  20,500;  llodgkin's  disease,  1.500). 

Warning  Signals:  llodgkin's  disease:  enlarged  lymph 
nodes,  Itching,  fever,  night  sweats,  and  weight  loss.  Fever 
can  come  and  go  In  periods  of  several  days  or  weeks. 
Non  llodgkin's  lymphoma:  enlarged  lymph  nodes,  anemia, 
weight  loss,  and  fever. 

Rlslt  Fatten:  Risk  factors  are  largely  unknown  hut  In 
part  Involve  reduced  Immune  function  and  exposure  to 
certain  Infectious  agents.  Persons  with  organ  transplants 
are  at  higher  risk  due  lo  altered  Immune  function.  Human 
Immunodeficiency  virus  (HIV)  and  human  T-cell  leukemia/ 
lymphoma  vlrus-l  (IITI.V-I)  are  associated  with  Increased 
risk  of  non-llodgkln's  lymphoma.  Burkitt's  lymphoma  In 
Africa  Is  partly  caused  by  the  Epsteln-Barr  herpes  virus. 
Other  possible  risk  factors  Include  exposures  to  herbicides, 


Industrial  solvents,  and  vinyl  chloride. 

Treatment)  llodgkin's  disease:  chemotherapy  and  radio- 
therapy are  useful  for  most  patients.  Non- llodgkin's 
lymphoma:  early  stage,  localized  lymph  node  disease  can 
be  treated  with  radiotherapy.  Patients  with  later  stage 
disease  often  benefit  from  the  addition  of  chemotherapy. 
New  programs  using  highly  specific  monockmal  antibodies 
directed  at  lymphoma  cells,  and  Improved  techniques  In 
bone  marrow  preservation,  are  under  Investigation  In 
selected  patients  who  relapse  after  standard  treatment. 

Survival:  Survival  rates  vary  widely  by  cell  type  and  stage 
of  disease.  The  overall  5-year  survival  rate  for  llodgkin's 
disease  is  77%.  The  overall  5-ycar  survival  lor  non- 
llodgkln's  lymphoma  has  steadily  Improved,  and  In  the 
past  30  years  has  Increased  from  31%  to  51%. 


Skin  Cancer 


Incidence:  Over  700,000  cases  a  year  of  highly  curable 
basal  cell  or  squamous  cell  cancers.  They  are  more  common 
among  Individuals  wllh  lightly  pigmented  skin.  The  most 
serious  skin  cancer  Is  melanoma,  which  will  be  diagnosed 
In  about  32,000  persons  In  1993.  Since  1973,  the  Incidence 
rale  of  melanoma  has  Increased  about  4%  per  year.  Incidence 
rates  are  over  ten  times  higher  among  whites  than  blacks. 
An  additional  10,000  Invasive  nonmelanoma  skin  cancers 
will  occur  in  1993,  mostly  sarcomas.  Including  Kaposi's 
sarcoma. 

Mortality:  An  estimated  9,100  deaths  this  year,  6,800 
from  malignant  melanoma  and  2,300  due  to  other  skin 
cancers. 

Warning  Signals:  Any  unusual  skin  condition,  especially 
a  change  In  the  size  or  color  of  a  mole  or  other  darkly 
pigmented  growth  or  spot.  Scaliness.  oozing,  bleeding,  or 
change  In  the  appearance  of  a  bump  or  nodule,  the  spread 
of  pigmentation  beyond  Its  border,  a  change  In  sensation, 
Itchiness,  tenderness,  or  pain  are  all  warning  signs  of 
melanoma. 

Risk  Factors:  Excessive  exposure  to  ultraviolet  radiation; 
fair  complexion;  occupational  exposure  to  coal  Ur,  pitch, 
creosote,  arsenic  compounds,  or  radium. 

Prevention:  The  sun's  ultraviolet  rays  are  strongest 
between  10  a.m.  and  3  p.m..  Exposure  at  these  times 
should  be  avoided,  and  protective  clothing  should  be  worn. 
Sunscreens  should  be  used.  These  come  In  various 
strengths,  ranging  from  those  facilitating  gradual  tanning 
to  those  that  allow  practically  no  tanning.  Because  of  the 
possible  link  between  severe  sunburns  In  childhood  and 
greatly  Increased  risk  of  melanoma  In  later  life,  children, 
In  particular,  should  be  protected  from  the  sun. 

Early  Detection!  Early  detection  is  critical.  Recognition 
of  changes  In  skin  growths  or  the  appearance  of  new 
growths  is  the  best  way  to  find  early  skin  cancer.  Adults 
should  practice  skin  self-examination  once  a  month,  and 
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suspicious  lesions  should  be  evaluated  promptly  by  a 
physician .  Basal  and  squamous  cell  skin  cancers  often  take 
the  form  of  a  pale,  waxllke.  pearly  nodule,  or  a  red,  scaly, 
sharply  outlined  patch.  A  suildcn  or  progressive  change 
In  a  mole's  appearance  should  be  checked  by  a  physician. 
Melanomas  often  start  as  small,  mole-like  growths  that 
Increase  In  sir*,  change  color,  become  ulcerated,  and  bleed 
easily  from  a  slight  Injury.  A  simple  ABCD  rule  outlines 
the  warning  signals  of  melanoma:  A  Is  for  asymmetry. 
One  half  of  the  mole  does  pot  match  the  other  half.  B 
Is  for  border  Irregularity.  The  edges  are  ragged,  notched, 
or  blurred.  C  Is  for  color.  The  pigmentation  Is  not  uni- 
form. D  Is  for  diameter  greater  than  6  millimeters.  Any 
sudden  or  progressive  Increase  In  size  should  be  of  special 
concern. 

Treatment'  There  are  four  melhnds  of  treatment:  surgery 
(used  In  90%  of  cases),  radiation  therapy,  electrode vslca- 
tlon  (tissue  destruction  by  heat),  or  cryosurgery  (tissue 
destruction  by  freezing)  for  early  skin  cancer.  For  malignant 
melanoma,  the  primary  growth  must  be  adequately  excised, 
and  H  may  be  necessary  to  remove  nearby  lymph  nodes. 
Removal  and  microscopic  examination  of  all  suspicious 
moles  Is  essential.  Advanced  cases  of  melanoma  are  treated 
according  to  the  characteristics  of  the  case. 

Survival:  Tor  basal  cell  or  squamous  celt  cancers,  cure 
Is  highly  likely  If  detected  and  treated  early.  Malignant 
melanoma  can  spread  to  other  parts  of  the  body  quickly; 
however,  when  delected  In  Its  earliest  stages,  and  with 
proper  treatment,  It  Is  highly  curable. 

The  overall  5-year  survival  rate  for  patients  with  malignant 
melanoma  Is  8.1%.  The  5-year  survival  rate  for  localized 
malignant  melanoma  Is  91%;  survival  rates  for  regional 


and  distant  disease  are  54%  and  13%,  respectively.  About 
81%  of  melanomas  are  diagnosed  In  a  local  stage. 


Ovary  Cancer 


Incidence:  An  estimated  22,000  new  cases  In  the  United 
States  In  1993.  It  Is  estimated  that  one  of  every  $5  women 
will  develop  ovarian  cancer  by  age  85.  It  accounts  for 
4%  ol  all  cancers  among  women. 

Mortality!  An  estimated  13,300  deaths  In  1993.  Although 
ovarian  cancer  ranks  second  In  Incidence  among  gyne- 
cological cancers,  It  causes  more  deaths  than  any  other 
cancer  of  the  female  reproductive  system. 

Warning  Signals:  Ovarian  cancer  Is  often  "silent," 
showing  no  obvious  signs  or  symptoms  until  late  In  Its 
development  The  most  common  sign  Is  enlargement  of 
the  abdomen ,  which  Is  caused  by  the  accumulation  of  fluid. 
Rarely  will  there  be  abnormal  vaginal  bleeding.  In  women 
over  40,  vague  digestive  disturbances  (stomach  discomfort, 
gas,  distention)  that  persist  and  cannot  be  explained  by 
any  other  cause  may  Indicate  the  need  for  a  thorough 
evaluation  for  ovarian  cancer. 

Risk  Factors:  Risk  for  ovarian  cancer  Increases  with  age. 
The  highest  rates  are  for  women  over  60.  Women  who 
have  never  had  children  are  twice  as  likely  to  develop 
ovarian  cancer  as  those  who  have.  Carry  age  at  first 
pregnancy,  early  menopause,  and  the  use  of  oral  con- 
traceptives, which  reduces  the  frequency  of  ovulation, 
appear  tn  be  protective  against  ovarian  cancer.  If  a  woman 
has  had  breast  cancer,  her  chances  of  developing  ovarian 
cancer  double.  Certain  rare  genetic  disorders  are  associated 
with  Increased  risk.  With  the  exception  of  Japan,  the 
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highest  Incidence  rales  are  reported  from  the  more 
Industrialized  countries. 

Early  Detection)  Periodic,  thorough  pelvic  examinations 
are  Important.  The  Tap  test,  useful  In  detecting  cervical 
cancer,  does  not  reveal  ovarian  cancer.  Women  over  the 
age  of  10  should  have  a  cancer-related  checkup  evrry  year. 

Treatment:  Surgery,  radiation  therapy,  and  drug  therapy 
are  treatment  options.  Surgery  usually  Includes  the  removal 
of  one  or  both  ovaries  (oophorectomy),  (he  uterus  (hys- 
terectomy), and  the  fallopian  tubes  (salpingectomy).  In 


some  very  early  tumors,  only  the  Involved  ovary  will  be 
removed,  especially  In  young  women.  In  advanced  disease, 
an  attempt  Is  made  to  remove  all  IntriwMomlnal  dUeaae, 
to  enhance  the  effect  of  chemotherapy. 

Survival:  Overall,  the  5-year  survival  rate  for  ovarian 
cancer  Is  39%.  If  diagnosed  and  treated  early,  the  relative 
survival  rate  Is  89%;  however,  only  about  23%  of  ad  cases 
are  detected  at  the  localized  stage.  Survival  rates  for  women 
with  regional  and  distant  disease  are  37%  and  18%, 
respectively. 
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Bladder  Cancer 


Oral  Cancer 


Incidence:  An  estimated  52,300  new  casts  In  1993; 
39,000  In  men.  13,300  m  women.  Overall,  the  Incidence 
rate  of  bladder  cancer  lj  four  times  greater  among  men 
than  among  women,  and  |1  higher  m  whites  than  In  Macks. 

Mortality:  An  estimated  9,900  deaths  m  J993. 

Warning  Signals:  Dlood  m  the  urine.  Usually  associated 
with  Increased  frequency  of  urination. 

Risk  Factor*!  Smoking  Is  the  greatest  risk  factor  In 
Madder  cancer,  with  smokers  experiencing  twice  the  risk 
of  nonsmokers.  Smoking  Is  estimated  to  he  responsible 
for  approximately  47%  of  the  bladder  cancer  deaths  among 
men  and  37*  among  women.  People  Irving  In  urban  areas 
and  workers  exposed  to  dye,  rubber,  or  leather  also  are 
at  higher  risk. 

Early  Deteetlon:  Bladder  cancer  Is  diagnosed  by 
examination  of  thr  bladder  wall  with  a  cystoscope.  a  slender 
lube  fitted  with  a  lens  and  light  that  can  be  Inserted  Into 
the  tract  through  the  urelhra. 

Treatment:  Surgery,  alone  or  In  combination  with  other 
treatments  Is  used  m  over  90%  of  cases.  Preoperative 
chemotherapy  alone  nr  with  radiation  before  cystectomy 
(Madder  removal)  has  Improved  some  treatment  results. 

Survival!  When  delected  at  an  early  stage,  the  5-year 
survival  rate  for  Madder  cancer  Is  90%.  For  regional  and 
distant  disease,  the  survival  rales  are  46%  and  9%, 
respectively. 


Incidence!  An  estimated  29.800  new  cases  In  1993. 
Incidence  Is  more  than  twice  as  high  In  men  as  In  women, 
and  is  most  frequent  In  men  over  age  40. 

Mortality:  An  estimated  7.700  deaths  In  1993. 

Warning  Signals:  A  sore  that  bleeds  easily  and  doesn't 
heal:  a  lump  or  thickening;  a  red  or  white  patch  that  persists. 
Difficulty  In  chewing,  swallowing,  or  moving  tongue  or 
Jaws  are  often  late  changes. 

Risk  Factors!  Cigarette,  cigar,  nr  pipe  smoking:  use  of 
smokeless  tobacco;  excess  use  of  alcohol. 

Early  Detection:  Cancer  can  affect  any  part  of  the  oral 
cavity,  Including  the  lip,  tongue,  mouth,  and  throat 
Dentists  and  primary  care  physicians  have  the  opportunity, 
during  regular  checkups,  to  see  abnormal  tissue  changes 
and  to  detect  cancer  at  an  early,  curable  stage. 

Treatment:  Principal  methods  are  radiation  therapy  and 
surgery  Chemotherapy  Is  being  studied  as  an  adjunct  to 
surgery  In  advanced  disease. 

Survival!  Five-year  survival  rates  vary  substantially, 
depending  on  the  site.  Ratrs  range  from  23%  for  cancer 
of  the  hypopharynx  to  93%  for  Up  cancer.  Overall,  5-year 
survival  for  oral  cancer  patients  Is  about  52%. 


CdHteNHMlHeHtliJ 


In  1993,  about  1,170,000  cancers  will  be  diagnosed  in 
the  United  Slates.  About  120,000  of  these  cancers  will 
be  among  Mack  Americans  and  33,000  among  other 
minority  Americans. 

Cancer  Incidence  and  mortality  rales  are  generally  higher 
for  Mack  Americans  than  for  whites.  In  1989,  the  Incidence 
rates  were  401  per  100,000  for  Marks  and  380  for  whites, 
about  a  6%  difference.  In  1989,  the  mortality  rates  were 
227  for  Macks  and  169  for  whites. 

Cancer  silts  where  Macks  have  significantly  higher 
incidence  and  mortality  rales  Include  esophagus,  uterine 
cervix,  stomach,  fiver,  prostate,  larynx,  and  multiple 
myeloma.  Rates  for  esophageal  cancer  are  over  three  times 
higher  among  Macks  than  whites. 

The  5-year  survival  rate  for  cancer  In  blacks  diagnosed 
from  1983  through  1988  was  about  38%  compared  with 
54%  for  whiles.  A  considerable  part  of  this  difference  In 
survival  can  be  attributed  to  late  diagnosis.   Many 


cancers  are  more  frequently  diagnosed  in  a  localized  stage 
among  whites  than  among  Macks.  Most  of  these  sites 
represent  cancers  for  which  screening  tests  are  available 
or  which  present  symptoms  early  In  the  disease  process. 
Early  detection  and  timely  treatment  can  Increase  survival. 
Incidence  and  mortality  rates  for  other  minority  groups 
such  as  lllspanlcs  are  often  lower  than  those  for  white 
or  Mack  Americans.  Because  cancer  risk  Is  strongly 
associated  with  lifestyle  and  behavior,  differences  in  ethnic 
and  cultural  groups  can  provide  clues  to  factors  Involved 
In  the  development  of  cancer  such  as  dietary  patterns, 
alcohol  use,  and  sexual  and  reproductive  behaviors  Involved 
in  the  development  of  cancer.  Cultural  values  and  belief 
systems  can  affect  attitudes  about  seeking  medical  care 
or  following  screening  guidelines  (see  p.  21).  Socioeco- 
nomic factors  such  as  lack  of  health  Insurance  or 
transportation  can  Impede  access  to  care,  and  lead  to  brie 
diagnosis  and  poor  survival. 
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Number  of  Canter  Deaths  for  Hack,  American  Indian,  Chinci*,  Japanese,  and  Hispanic  Partem, 
United  Statti,  1919 
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SfflOflffTO 

Cigarette  smoking  Is  responsible  lor  90%  of  lung  cancer 
cases  among  men  and  79%  among  women— about  87% 
overall.  Smoking  accounts  for  about  30%  of  all  cancer 
deaths.  Those  who  smoke  two  or  more  packs  of  cigarettes 
a  day  have  rung  cancer  mortality  rates  15  to  25  time* 
greater  than  nonsmokert.  (See  Tobacco  Use.) 

Sunlight 

Almost  all  of  the  more  than  700,000  cases  of  basal  and 
squamous  cell  skin  cancer  diagnosed  each  year  In  the  US 
are  sun-related  (ultraviolet  radiation).  Epidemiologic 
evidence  shows  that  sun  exposure  Is  a  major  factor  In 
the  development  of  melanoma  and  that  Incidence  increases 
for  those  living  near  the  equator.  (See  Selected  Cancers: 
Skin  Cancer.) 

tanking  Radiation 
Excessive  exposure  to  ionizing  radiation  can  Increase 


cancer  risk.  Most  medical  and  dental  x-rays  are  adjusted 
to  deliver  the  lowest  dose  possible  without  sacrificing  image 
quality.  Excessive  radon  exposure  In  homes  may  Increase 
risk  of  lung  cancer,  especially  In  cigarette  smokers.  If  levels 
are  found  to  be  too  high,  remedial  actions  should  be  taken. 

Nutrition  and  Diet 

Research  is  showing  the  Important  role  nutrition  plays 
In  preventing  cancer. Evidence  Indicates  that  people  may 
reduce  their  cancer  risk  by  observing  these  nutrition 
guidelines: 

1.  Maintain  desirable  weight.  Individuals  40%  or  mora 
overweight  Increase  their  risk  of  colon,  breast,  prostate, 
gallbladder,  ovary,  and  uterus  cancers.  Physicians  can 
recommend  a  suitable  diet  and  exercise  regimen  to  help 
maintain  appropriate  weight  and  body  fitness. 

2.  Eat  a  varied  diet.  A  varied  diet  eaten  In  moderation 
offers  the  best  hope  for  lowering  the  risk  of  cancer. 

3.  Include  a  variety  of  vegetable*  and  fruKj  hi  the  dally 
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diet.  Simile*  have  shown  thai  daily  consumption  of 
vegetables  and  fresh  fruits  Is  associated  with  a  decreased 
risk  of  rung,  prostate,  bladder,  esophagus,  colorectal,  and 
stomach  cancers. 

4.  Eat  more  hl<n  fiber  foods  such  as  whole  grain  cereals, 
breads,  and  pasta;  vegetables,  and  fruit*.  High  fiber  diets 
are  •  healthy  substitute  for  fatly  foods  and  may  reduce 
the  risk  of  colon  cancer. 

5.  Cot  down  on  total  fat  Intake.  A  diet  high  In  fat  may 
be  a  factor  In  the  development  of  certain  cancers, 
particularly  breast,  colon,  and  prostate. 

•.  Limit  consumption  of  alcohol,  ff  yon  drink  at  all. 
The  heavy  use  of  alcohol,  especially  when  accompanied 
by  cigarette  smoking  or  smokeless  tobacco  use,  Increases 
risk  of  cancers  of  the  mouth,  larynx,  throat,  esophagus, 
and  fiver. 

7.  Limit  consumption  ©f  salt  cured,  smoked,  and  nit r lie- 
cured  foods.  In  areas  of  the  work)  where  salt-cured  and 
smoked  foods  are  eaten  frequently,  there  Is  higher  Incidence 
of  cancer  of  the  esophagus  and  stomach.  Modern  methods 
of  food  processing  and  preserving  appear  to  avoid  the 
cancer-causing  byproducts  associated  with  older  methods 
of  food  treatment. 

Alconof 

Oral  cancer  and  cancers  of  the  larynx,  throat,  esophagus, 
and  Urn  occur  more  frequently  ammg  heavy  drinkers  of 
alcohol  especially  when  accompanied  by  smoking  cigarettes 
or  chewing  tobacco.  (Set  Selected  Cancers:  Oral  Cancer.) 

Smoktlns  Tbbacca 

Use  of  chewing  tobacco  or  snufT  Increases  risk  nf  cancer 
of  the  mouth,  larynx,  throat,  and  esophagus  and  Is  a  highly 
addictive  haMt.  (See  Selected  Cancers:  Oral  Cancer.) 

Esfrofcff 

Estrogen  treatment  to  control  menopausal  symptoms  can 
Increase  risk  of  endometrial  cancer.  However,  Including 
progesterone  In  estrogen  replacement  therapy  heirs  to 
minimize  this  risk.  Consultation  with  a  physician  wilt  help 
each  woman  to  assess  personal  risks  and  benefits. 
Continued  research  Is  needed  in  the  area  of  estrogen  mt 
and  breast  cancer  (See  Select ed  Cancers  Uterus  and  Cervix 
Cancer). 

^*     i    , nt i  i , r  *  *        * 

\JC\mpoTJOn9l  nararms 

Exposure  to  several  different  industrial  agents  (nickel, 
chromate,  asbestos,  vinyl  chloride,  etc.)  increases  risk  of 
various  cancers.  Risk  of  rung  cancer  from  asbestos  Is  greatly 
Increased  when  combined  with  cigarette  smoking.  (See 
Environmental  Cancer  Risk  Assessment.) 


Environmental  Cancer  Risk 
Assessment 

Evaluating  the  degree  of  cancer  hazard  posed  by  particular 
environmental  risks  is  essential  for  developing  environmen- 
tal standards  which  protect  people  against  unsafe  exposure 
to  chemicals  and  radiation.  Assessment  involves  1) 
Identifying  toxic  properties  of  potentially  oncogenic  hazards 
and  2)  measuring  the  extent  of  human  exposure. 

The  first  step,  hazard  Idrnllflcatlon,  characterizes  the 
chemical  or  physical  nature  nf  hazards  and  evaluates  their 
toxicity  both  In  observed  human  exposures  and  In 
laboratory  tests  using  animals  or  cells.  Special  emphasis 
b  given  to  evidence  suggesting  that  cancer  risk  may 
Increase  with  dose  (dose-response  relationships). 

The  second  step,  exposure  menu  re  mem",  determines 
concentration  level  nf  hazards  in  the  environment  (air, 
water,  food,  medications,  workplace)  and  the  extent  to 
which  people  are  actually  exposed  (how  much  they  eat 
of  a  particular  food,  use  particular  medication,  etc)  The 
true  carcinogenic  dose  delivered  to  tissues  and  celts  b 
estimated  from  Information  regarding  pathways  by  which 
the  body  absorbs,  metabolizes,  and  excretes  toxins. 

For  most  potential  carcinogens,  risk  assessment  Irtvofvej 
two  stages  at  which  extrapolation  of  Information  Is 
required:  extrapolation  of  observed  animal  toxicity  to  what 
might  he  expected  In  humans  and  extrapolation  of  effects 
seen  at  high  doses  to  what  might  be  expected  at  low  doses. 
In  both  procedures,  conservative  assumptions  are  made 
so  that  If  risk  assessment  b  m  error,  ■  win  have  erred 
on  the  side  of  safely,  for  cancer  safety  standards,  only 
Increased  risks  of  one  case  or  less  per  million  persons 
per  lifetime  are  usually  accepted. 

Such  safety  standards  for  chemical  or  radiation  exposures 
form  the  basis  for  regulatory  activities  at  the  Food  and 
Drug  Administration,  the  Environmental  Protection 
Agency,  and  the  Occupational  Safety  and  Health  Admin- 
istration The  development  of  bws  and  procedures  by  which 
standards  are  linptemented  and  risks  are  controlled  b  called 
'Risk  Management." 
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Etmy  Detettlen 


Guideline?  for  (he  early  detection  of  cancer  In  people 
without  symptoms  are  recommended  by  the  American 
Cancer  Society  as  follows:  A  cancer-relalcd  checkup  by 
•  physician  every  three  years  for  persons  age  20-39  and 
annually  for  those  age  40  and  over.  Some  persons  at 
particular  risk  for  certain  cancers  may  need  tests  more 
often  and  should  discuss  this  with  their  doctor  The 
checkup  should  always  Include  health  counseling  (how 
to  quit  smoking,  etc.)  and  exams  for  cancer  of  the  breast, 
uterus,  cervix,  colon,  rectum,  prostate,  mouth,  skin,  testes, 
thyroid,  and  lymph  nodes. 

Breast 

The  American  Cancer  Society  recommends  that  screening 
mammography  begin  by  age  40.  Women  age  40-41  should 
have  mammography  every  1-2  years,  depending  on  physical 
and  mammography  findings.  Women  age  SO  and  older 
should  have  mammograms  yearly.  The  ACS  recommends 
the  monthly  practice  of  breast  self-exam  (USE)  by  women 
20  years  and  older  as  a  routine  good  health  habit. 
Examination  of  the  breast  by  a  health  care  professional 
should  be  done  every  three  years  from  ages  20-40  and 
then  every  year. 


Colon  and  Rectum 

The  American  Cancer  Society  recommends  three  tests 
for  the  early  detection  of  colon  and  rectum  cancer  In  people 
without  symptoms.  A  digital  rectal  examination  by  a 
physician  during  an  office  visit  should  be  performed  every 
year  after  the  age  of  40;  the  stool  blood  test  Is  recommended 
every  year  after  age  50;  and  sigmoidoscopy,  preferably  flex- 
ible, should  be  performed  every  3  to  5  years. 

Uterine  and  Cervical 

For  cervical  cancer,  women  who  are  or  have  been  sexually 
acthe,  or  have  reached  age  18,  should  have  an  annual 
Tap  test  and  pelvic  examination.  After  »  woman  has  had 
three  or  more  consecutive  satisfactory  normal  annual 
examinations,  the  Tap  test  may  be  performed  less  frequently 
at  the  discretion  of  her  physician.  Women  age  40  and  over 
should  have  an  annual  pelvic  examination. 

Prostate 

Men  who  have  reached  40  years  of  age  and  older  should 
have  a  digital  rectal  examination  (DRE)  annually.  Annual 
prostate-specific  antigen  Mood  testing  should  be  performed 
on  men  age  50  and  older. 


Smoking  Is  the  most  preventable  cause  of  death  In  our 
society.  Tobacco  use  Is  responsible  for  more  than  one  In 
six  deaths  In  the  United  States.  Based  upon  data  from 
the  American  Cancer  Society's  Cancer  Prevention  Study 
II  (CrS-ll),  It  Is  estimated  that  smoking  Is  related  to  over 
400.000  US  deaths  each  year.  According  to  the  World 
Health  Organization,  approximately  2.5  million  people  die 
worldwide  each  year  as  a  result  of  smoking. 

In  addition  to  being  responsible  for  87%  of  lung  cancers, 
smoking  Is  also  associated  with  cancers  of  the  mouth, 
pharynx,  larynx,  esopliagus,  pancreas,  uterine  cervix, 
kidney,  and  bladder.  Smoking  accounts  for  30%  of  all  cancer 
deaths.  Is  a  major  cause  of  heart  disease,  and  Is  associated 
with  conditions  ranging  from  colds  and  gastric  ulcers  to 
chronic  bronchitis,  emphysema,  and  cerebrovascular 
disease. 

A  Decline  In  Smoking 
The  National  Health  Interview  Survey  (NHIS)  reports 


that  cigarette  smoking  among  adults  ages  18  and  over 
declined  from  42%  In  1965  to  25%  in  1990.  The  NHIS 
data  from  1974  to  1990  show: 

•  smoking  among  men  dropped  from  43%  to  24%. 

•  smoking  among  women  decreased  from  33%  to  23%. 

•  rales  for  college  graduates  declined  from  28%  to  14%. 

•  rates  for  persons  without  a  high  school  education 
decreased  slightly  from  44%  to  37%. 

According  to  the  19R9  Surgeon  Generals  Report, 
decisions  to  quit  or  not  to  start  through  1985  will  postpone 
or  prevent  an  additional  2  million  smoklng-related  deaths 
between  1986  and  and  the  year  2000. 

Ter  capita  cigarette  consumption  dropped  about  35%  from 
1973  1991  (4,148  to  2.713)  This  Is  the  lowest  per  capita 
cigarette  consumption  since  1942. 

Profile  of  Smotert 
In  1990,  number  of  current  smokers  In  the  US:  46  million. 
The  prevalence  of  smoking  Is  highest  among  men  who 
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do  not  have  a  high  school  education. 

Approximately  50%  of  smokers  start  smoking  regularly 
before  age  18. 

More  th.in  3,000  teenagers  become  regular  smokers  each 
day  In  the  US. 

According  to  the  Centers  (or  Disease  Controls  1991  Youth 
Risk  Behavior  Survey: 

•  70%  of  all  students  In  grades  9-12  reported  ever  trying 
cigarettes. 

•  About  13%  of  high  school  students  reported  frequent 
cigarette  use. 

Cost  of  Tobacco 

A  1985  report  by  the  US  Congress  Office  of  Technology 
Assessment  estimates: 

•  The  total  cost  of  smoking  to  the  economy  to  be  about 
$65  billion  annually. 

•  The  cost  of  treating  smoking  related  diseases  and  lost 
productivity  amounts  to  $2.17  for  each  pack  of  cigarettes 

SOM. 

Ctforttfe  Exports 

US  cigarette  exports  have  Increased  due  to  aggressive 
marketing  by  tobacco  companies,  and  expanding  foreign 
markets.  A  September  1992  tobacco  report  of  the  US 
Department  of  Agriculture  estimates: 

•  US  cigarette  exports  have  Increased  about  200%  since 
1985. 

•  US  cigarette  exports  to  Japan  have  Increased  over  700%, 
from  6.5  billion  in  19*5  to  54  billion  In  1991. 

•  Exports  to  South  Korea  have  grown  from  0.3  Wilton 
to  1987  to  4  billion  to  1991. 

•  US  cigarette  output  from  Jury  1990  to  June  1991  was 
685  billion  These  provisional  data  Indicate  a  decline  In 
production  that  may  continue  as  the  US  tobacco  Industry 
builds  manufacturing  operations  overseas. 

Mcotint  Addiction 

Tobacco  smoke  contains  over  4,000  chemical  compounds 
Including  at  least  43  different  carcinogenic  subslances. 

The  1988  Surgeon  General's  Report  on  Nicotine  Addiction 
concluded: 

•  cigarettes  and  other  forms  of  tobacco  are  addicting. 

•  nicotine  Is  the  drug  to  tobacco  that  causes  addiction. 

•  the  pharmacologic  and  behavioral  processes  that 
determine  tobacco  addiction  are  similar  to  those  that 
determine  addiction  to  drugs  such  as  heroin  and  cocaine. 

Nicotine  Is  found  to  substantia!  amounts  In  tobacco 
smoke.  It  Is  absorbed  readily  from  tobacco  smoke  In  the 
rungs  and  from  smokeless  tob.xco  to  the  mouth  or  nose 
and  Is  rapidly  distributed  throughout  the  body. 

SmoHng  CnsaHon 
By  1990,  more  than  44  million  Americans  had  quit 


smoking  cigarettes,  nearly  half  of  all  living  adults  who 
ever  smoked. 

Between  1987  and  1990,  smoking  rales  declined  more 
than  twice  as  fast  as  In  the  lime  period  from  1965-1985. 

In  September  1990,  the  Surgeon  Ceneral  outlined  the 
benefits  of  smoking  cessation: 

•  People  who  quit  smoking,  regardless  of  age,  Ave  longer 
than  people  who  continue  to  smoke. 

•  Smokers  who  quit  before  age  50  have  half  the  risk 
of  dying  In  the  next  15  years  compared  with  those  who 
continue  to  smoke. 

•  Quitting  smoking  decreases  substantially  the  risk  of 
lung,  laryngeal,  esophageal,  oral,  pancreatic,  bladder,  and 
cervical  cancers. 

•  Benefits  of  cessation  Include  risk  reduction  for  other 
major  diseases  Including  coronary  heart  disease  and 
cardiovascular  disease. 

A  1989  Gallup  Survey  reports  the  following  people  want 
to  quit  smoking: 

•  57%  of  smokers  50  and  older 

•  67%  of  smokers  aged  30  49 

•  68%  of  smokers  aged  18-29. 

Incoltintorf  Smottne  Hatanb 

People  who  do  not  smoke,  but  who  are  exposed  to  the 
tobacco  smoke  of  others  are  at  Increased  risk  for  certain 
diseases. 

Environmental  tobacco  smoke  (ETS): 

•  causes  an  estimated  53,000  deaths  annually  to  the 
United  States,  about  two-thirds  from  heart  disease,  and 
about  4,000  from  rung  cancer. 

•  can  result  to  aggravated  asthmatic  conditions  and 
Impaired  blood  circulation. 

•  has  significantly  higher  concentrations  of  the  toxic  and 
carcinogenic  compounds  found  to  mainstream  smoke. 

•  has  been  classified  as  a  Class  A  (known  human) 
earrlnogen  by  the  Environmental  Protection  Agency. 

•  poses  additional  health  hazards  for  unborn  and  young 
children.  Children  exposed  to  secondhand  smoke  have 
Increased  risks  of  respiratory  Illnesses  and  Infections, 
Impaired  development  of  rung  function,  and  middle  ear 
Infcctlnm  Infants  born  to  women  who  smoked  during 
pregnancy  are  more  likely  to  die  from  Sudden  Infant  Death 
syndrome. 

Nine  million  American  children  under  the  age  of  five 
may  be  exposed  to  ETS,  according  to  the  American  Academy 
of  Pediatrics. 

Smotcless  Tbtocco 

There  has  been  a  resurgence  to  the  use  of  all  forms 
of  smokeless  tobacco— plug,  leaf,  and  snuff— but  the 
greatest  cause  for  concern  centers  on  the  Increased  use 
of  "dipping  snuff."  In  this  practice,  tobacco  that  has  been 
processed  Into  a  coarse,  moist  powder  Is  placed  between 
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the  clicrk  and  gum,  and  nicotine,  along  with  a  number 
of  carcinogens,  Is  absorbed  through  the  oral  tissue. 

Dipping  snuff  Is  highly  addictive,  and  exposes  the  body 
to  tevcls  of  nicotine  equal  to  those  of  cigarettes. 

A  1986  report  of  the  Advisory  Committee  to  the  Surgeon 
Ceneral  concluded: 

•  there  Is  strong,  scientific  evidence  that  the  use  of  snuff 
causes  cancer  In  humans,  particularly  cancer  of  the  oral 
cavity. 

•  oral  cancer  occurs  several  times  more  frequently  among 
snuff  dippers  compared  with  non -tobacco  users. 

•  the  excess  risk  of  cancer  of  the  cheek  and  gum  may 
reach  nearly  fifty-fold  among  long  term  snuff  users. 

•  In  1985,  smokclrss  tobacco  was  used  by  at  least  12 
million  people  In  the  United  States,  and  half  of  those  were 
regular  users. 

•  the  use  of  smokeless  tobacco  Is  Increasing  among  male 


adolescents  and  young  male  adults. 
The  CDC's  1991  Youth  Risk  Behavior  Survey  reported: 
•  19%  of  male  high  school  students  used  smokeless 

tobacco. 

Industrial  Hazard* 

Industrial  workers  are  especially  susceptible  to  lung 
diseases  due  to  the  combined  effects  of  cigarette  smoke 
and  exposure  to  certain  toxic  Industrial  substances,  such 
as  fumes  from  rubber  and  chlorine,  and  dust  from  cotton 
and  coal.  Exposure  to  asbestos  In  combination  with 
cigarette  smoking  Increases  an  Individual's  lung  cancer  risk 
nearly  fin  times.  Smoking  also  enhances  lung  cancer  risk 
In  underground  miners  exposed  to  radon. 


The  AffleHttiH  CtiHcei*  Satiety 


Profile 


The  American  Cancer  Society  traces  Its  origins  to  1913, 
when  a  group  of  10  physicians  and  five  laymen  met  In 
New  York  City  and  founded  the  American  Society  for  the 
Control  of  Cancer.  Its  staled  purpose  at  the  time  was  to 
"disseminate  knowledge  concerning  the  symptoms,  treat- 
ment, and  prevention  of  cancer  to  Investigate  conditions 
under  which  cancer  Is  found:  and  to  compile  statistics 
In  regard  thereto."  I^ter  renamed  the  American  Cancer 
Society,  Inc.,  It  Is  today  one  of  the  oldest  and  largest 
voluntary  health  agencies  in  the  United  States,  with  over 
2  million  Americans  united  to  conquer  cancer  through 
balanced  programs  of  research,  education,  patient  service, 
and  rehabilitation. 

Organization:  The  American  Cancer  Society,  Inc., 
consists  of  a  National  Society,  with  57  chartered  Divisions 
and  over  3.100  Units. 

The  National  Society:  A  284-memher  Roard  of  Directors 
provides  a  basic  representation  from  the  57  Divisions  and 
additional  representation  on  the  basis  of  population. 

The  National  Society  Is  responsible  for  overall  planning 
and  coordination;  provides  technical  help  and  materials 
to  Divisions  and  Units;  administers  programs  of  research, 
medical  grants  and  clinical  fellowships:  and  carries  out 
public  and  professional  education  on  the  national  level. 

The  57  Divisions:  These  are  governed  by  members  of 
Divisional  Boards  of  Directors,  both  medical  and  lay,  In 
all  the  stales  plus  five  metropolitan  areas,  the  District 
of  Columbia  and  Puerto  Rico. 


The  Units:  These  are  organized  to  cover  the  counties 
In  the  Unitrd  Stales.  There  are  thousands  of  community 
leaders  who  direct  the  Society's  programs  at  this  level. 

The  Programs:  The  Society  maintains  Its  priorities  and 
goals  through  activities  developed  by  the  departments  of 
Research,  Detection  and  Treatment,  Prevention,  Public 
Information,  Communications,  Epidemiology  and  Statis- 
tics, Patient  Services,  Advocacy,  and  Income  Development. 
Some  of  the  larger  programs  are  outlined  below. 


Research 


The  aim  of  the  Society's  research  program  Is  to  determine 
what  causes  cancer  and  to  support  efforts  to  prevent  and 
cure  cancer.  The  American  Cancer  Society  Is  the  largest 
private  source  of  cancer  research  funds  In  the  United  States, 
second  in  total  dollars  spent  only  to  the  National  Cancer 
Institute,  an  agency  of  the  federal  government. 

The  Society's  overall  annual  expenditure  In  research  has 
grown  steadily  from  J I  million  In  1946  to  approximately 
$89  million  In  fiscal  year  1992.  This  sum  represents  slightly 
over  25%  of  the  total  expenditures  of  the  Society.  To  date, 
the  Society  has  Invested  more  than  $1.5  billion  In  cancer 
research.  The  success  of  the  Society's  research  program 
Is  attested  to  by  the  fact  that  25  Nobel  Prize  winners 
received  grant  support  from  the  American  Cancer  Society 
early  In  their  careers. 

The  Research  Ptvgram 
The  research  program  supports  outside  Investigators,  and 
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focuses  primarily  on  Investigator-Initiated  projects.  WHh 
the  exception  of  staff  and  facilities  to  carry  out  Us 
epidemiologic  studies,  the  American  Cancer  Society  neither 
hires  staff  researchers  nor  operates  Ks  own  laboratories. 
This  gives  the  Society  the  freedom  to  place  Hs  grants  In 
leading  centers  across  the  country  where  the  most 
Innovative  and  promising  Ideas  are  being  explored.  In  this 
way  there  Is  minimum  overhead  and  maximum  flexibility. 
Applications  for  American  Cancer  Society  grants  are 
subjected  to  a  rigorous  process  of  external  peer  review 
as  follows: 

•  The  application  Is  studied  careful!)-  by  the  appropriate 
one  of  M  Scientific  Advisory  Committees. 

•  The  application  then  goes  to  the  Council  for  Research 
and  Clinical  Investigations,  where  the  rank  order  of  the 
applications  appmwd  by  the  Scientific  Advisory  Committee 
Is  examined.  The  Council  recommends  a  payllne  based  on 
the  quality  of  the  applications  and  the  amount  of  money 
available. 

•  The  Research  and  Clinical  Investigations  Committee 
of  the  Board  of  Directors  reviews  the  payllne  and  recom- 
mends the  level  of  funding  to  the  Board  of  Directors. 

•  The  Board  of  Directors  makes  the  final  funding 
decisions.  In  order  to  maintain  Ihe  Integrity  of  the  program, 
no  member  of  a  Scientific  Advisory  Committee  or  Council 
may  serve  on  the  Research  and  Clinical  Investigation 
Committee  or  the  National  Board  of  Directors. 

Tjjpts  of  Utvnts 

The  American  Cancer  Society  Research  Program  offers 
five  major  types  of  grants:  (1)  Research  and  Clinical 
Investigation  Grants  to  finance  specific  research  projects; 
(2)  Research  Personnel  Crants  to  provide  salary  support, 
for  both  established  scientists  and  postdoctoral  fellows 
speciarlrirtg  In  cancer  research;  (3)  Institutional  Research 
Crants  to  universities,  Institutes  and  hospitals  to  support 
pilot  studies  by  new  Investigators;  (4)  Research  Develop- 
ment Program  Crants  to  provide  rapid  funding  for  priority 
projects;  and  (5)  Special  Institutional  Crants  to  provide 
long  term  funding  (or  Interdisciplinary  projects. 

Approximately  75%  of  the  Society's  research  budget  Is 
made  available  to  Investigators  In  the  form  of  Research 
and  Clinical  Investigation  Crants,  slightly  more  than  18% 
Is  allocated  to  the  Research  Personnel  Crants  Program 
and  the  remaining  6%-7%  Is  distributed  among  Ihe  Insti- 
tutional Research  Crants  Program,  the  Research  Develop- 
ment Program,  and  the  Special  Institutional  CntnU 
Program.  Special  Institutional  Crants  on  psychosocial  and 
behavioral  research  and  on  nutrition  are  being  funded  as 
high  priority  arras. 

The  following  awards  are  unique  and  deserve  special 
mention. 

Ruearch  Professorships.  In  existence  since  1957,  these 
awards  support  some  of  the  nation's  most  gifted  scientists 


from  mid  career  until  retirement,  and  free  the  scientists 
from  major  administrative  responsibilities  and  other  restric- 
tions, so  they  can  concentrate  on  their  fields  of  scientific 
Investigation.  At  the  close  of  1992,  there  were  24  Research 
Professors. 

Clinical  Research  Professorships.  These  awards,  which 
are  similar  to  the  Research  Professorships,  were  Initiated 
In  1987  to  provide  long  term  support  for  outstanding 
clinician  scientists  who  bridge  the  gap  between  bask 
science  and  clinical  medicine.  Five  such  awards  were  In 
effect  at  the  end  of  fiscal  year  1992. 

Physician's  Research  Training  Fellowships.  Started  In 
1981  to  attract  more  MDs  to  cancer  research,  these  grants 
provide  an  opportunity  for  physicians  to  take  three  yean 
from  their  medical  careers  to  train  as  researchers. 

Research  Development  Program.  This  unique  program 
was  established  to  Identity  and  provide  funding  for  projects 
demonstrating  unusually  novel  Ideas  or  urgent  needs. 
Approved  applications  can  be  funded  In  less  than  three 
months  compared  with  the  nine  months  It  may  take  to 
fund  a  new  project  through  regular  channels. 

EpUemtologp 

While  most  of  the  Society's  research  funding  goes  to 
support  the  work  of  outside  investigators,  ACS  has  long 
supported  an  active  program  of  epidemiologic  research 
within  Hs  National  office.  This  program  analyzes  trends 
In  cancer  occurrence  [Fitcts  and  Figures  Is  an  example) 
and  has  conducted  three  large  prospective  studies  of  cancer 
risk  In  American  populations  over  the  past  40  years. 

•  The  llammond-llorn  study  demonstrated  the  effects 
of  smoking  on  mortality  and  cancer  risk  in  188,000  men 
observed  from  1952  through  1955. 

•  Cancer  Prevention  Study  I  (CPS  I),  conducted  from 
1959  through  1972,  encompassed  1  million  men  and  women 
In  25  states  and  examined  a  wide  range  of  potential  cancer 
risk  factors  related  to  th«  environment  and  to  MMduaJ 
lifestyles. 

•  Cancer  Prevention  Study  II  (CPS  II),  one  of  the  largest 
research  studies  ever  carried  out  In  the  United  States,  was 
bunched  In  1982  and  Is  still  In  progress.  This  long  term 
prospective  study  Is  examining  the  habits  and  exposures 
of  more  than  I  million  Americans.  Causes  of  death  among 
these  people  over  subsequent  years  are  being  studied  to 
learn  how  lifestyles  and  environmental  factors  affect  the 
development  of  cancer. 

Over  77.000  volunteers  enrolled  1.2  million  men  and 
women  In  CPS  11.  These  volunteer  researchers  distributed 
a  fourpage  confidential  questionnaire  to  participants  who 
were  asked  about  their  exposures  to  certain  environmental 
conditions,  their  personal  history  of  disease,  and  their 
lifestyles. 

Many  papers  have  hcen  published  from  analyses  of  CPS 
II  questionnaires  and  follow-up  mortality  data.  One  showed 
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massive  changes  In  American  smoking  habits  compared 
with  23  years  earlier  In  CPS  I.  Among  men,  24%  smoked, 
half  as  many  as  In  the  earlier  study.  More  than  twice  as 
many  had  quit  cigarette  smoking.  Other  papers  have  shown 
that  among  women,  smokers  die  of  lung  cancer  at  a  rate 
12  times  that  of  nonsmokers  and  that  men  who  smoke 
have  an  Increased  risk  of  myeloid  leukemia.  Another  paper 
reported  that  death  rates  from  all  causes  were  81%  higher 
In  obese  and  underweight  people  than  those  of  average 
weight  and  that  exercise  was  associated  with  reduced  cancer 
mortality.  Most  recently,  CPS  II  analyses  have  shown  a 
relationship  between  regular  aspirin  use  and  reduced  risk 
of  fatal  colon  cancer  and  the  Importance  of  a  high-fiber 
diet  and  exercise  as  additional  factors  associated  with  a 
lower  colon  cancer  mortality  rate. 
Another  questionnaire  was  sent  In  October,  1992,  to 
160,000  households  participating  In  CPS  II.  This  ques- 
tionnaire seeks  additional  dietary  Information,  with  the 
goal  of  gaining  more  specific  knowledge  about  how  diet 
Impacts  disease. 


Public  Education 


The  American  Cancer  Society's  Public  Education  pro- 
grams are  designed  to  Inform  people  about  cancer,  tell 
them  what  they  can  do  to  protect  themselves,  and  demon- 
strate related  health  habits. 

The  programs  focus  on  two  areas: 

•  cancer  prevention  which  Includes  tobacco  control,  the 
relationship  between  diet,  nutrition,  and  cancer,  and  school 
health  education 

•  the  Importance  and  value  of  periodic,  cancer-related 
checkups  and  specific  early  cancer  detection  tests  as 
recommended  by  the  American  Cancer  Society. 


The  Society's  Public  Education  planning  strategy  empha- 
sizes programs  where  prevention,  risk  reduction,  and  early 
detection  practices  realize  the  greatest  return  In  terms 
of  lives  saved. 

The  Society's  Public  Education  programs  are  divided  Into 
two  audience  categories:  adult  and  youth.  Adults  are 
reached  through  the  worksites,  healthslles,  and  the 
community.  Programs  are  carried  out  In  a  small  group 
setting  or  one-on-one.  All  programs  offer  opportunities  (or 
two-way  communication.  Volunteers  are  recruited  and 
trained  both  to  promote  and  to  deliver  programs.  Strategies 
are  selected  to  reach  specific  target  audiences  (e.g.  high- 
risk  groups)  and  materials  are  developed  to  assist  these 
strategics. 

Examples  of  adult  education  Include  Taking  Control, 
which  Identifies  10  steps  to  a  healthier  lifestyle  and  offers 
advice  for  people  who  want  to  reduce  their  chances  of 
getting  cancer:  Smart  Move,  a  single-session  stop-smoking 
program:  Self-Defense,  which  explains  how  a  person  can 
work  with  a  health  care  provider  to  become  familiar  with 
cancer  tests  and  examinations;  and  Special  Touch,  which 
explains  the  facts  of  breast  cancer  and  early  detection 
techniques. 

Youth  audiences  are  primarily  reached  through  the 
schools.  Programs  are  carried  out  In  the  classroom  by 
teachers.  The  ACS  develops  age-appropriate  curricula  that 
emphasize  healthy  lifestyles  as  weft  as  specific  cancer 
prevention  and  control  messages.  These  curricula  can  be 
used  to  complement  existing  curricula  already  being  used 
by  teachers  or  can  stand  alone. 

Examples  of  youth  education  Include  Starting  Free:  Good 
AJr  for  Me,  a  smoking  prevention  program  designed  for 

preschoolers;  Early  Start  to  Cood  Health,  a  kit  to  help 

K-3  teachers  provide  a  foundation  for  making  healthy 
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decisions;  Health  Myself,  deigned  for  teachers  of  (trades 
7-9  to  give  their  students  a  basis  for  Informed  decisions 
about  personal  health;  Changing  the  Course,  designed  to 
provide  elementary  and  secondary  students  with  an 
opportunity  to  reduce  diet  related  risks  associated  with 
certain  diseases;  and  Right  Choices,  designed  to  educate 
secondary  students  about  cancer  and  disease. 

Defection  and  Treatment 

The  Society's  Professional  Education  Department  pro- 
vides health  care  professionals  with  the  latest  Information 
on  developments  In  cancer  prevention,  early  detection,  and 
treatment  through  national  conferences  and  workshops, 
audiovisual  and  print  publications,  and  clinical  awards, 
professorships,  and  scholarships.  Through  a  network  of 
volunteers  who  are  leaders  In  the  fields  of  medicine, 
nursing,  social  work,  dentistry,  and  other  health  care 
disciplines,  the  Society  offers  state-of-the  art  Information 
on  cancer  control  with  the  ultimate  goal  of  offering  the 
American  public  the  best  possible  opportunity  to  prevent 
cancer  from  occurring,  to  detect  It  early  when  K  does 
occur,  and  to  treat  It  with  the  best  available  technology. 

Confrrtnctt  and  Workshops 

The  Detection  and  Treatment  Department  offers  contin- 
uing medical  education  to  physicians  and  other  health  care 
professionals  through  national  conferences  and  workshops 
m  whkh  leaders  rn  the  field  of  cancer  control  present 
the  blest  Information  on  various  preventive  strategies, 
diagnostic  techniques,  and  therapies.  The  American  Cancer 
Society  Is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing 
medical  education.  Attendance  at  (hese  national  confer- 
ences frequently  qualifies  for  continuing  education  credits 
for  other  disciplines  as  well. 

Audlorhnab,  Journals,  and  Othtr  Publications 

Videotapes,  slide  programs,  audiotapes,  textbooks, 
proceedings  of  conferences  and  workshops,  and  booklets 
on  key  Issues  and  treatments  are  examples  of  the 
publications  the  Society  offers  health  care  professionals 
to  keep  them  up-to-date  on  the  blest  developments  In 
cancer  care.  Emphasis  Is  placed  on  strategies  to  prevent 
cancer  and  methods  for  detecting  H  In  Its  earliest  stages. 

The  Society  publishes  two  national  journals  for  health 
care  professionals  Ca-A  Cancer  Journal  for  Clinicians  and 
Cancer,  a  journal  for  those  specializing  In  cancer  research 
and  In  the  care  of  the  cancer  patient. 

Exhibits  at  National  Health  Care  Meetings 

To  make  health  care  professionals  aware  of  the 
publications,  services,  continuing  education  offerings,  and 
clinical  awards  that  the  Society  offers,  the  Detection  and 


Treatment  Department  exhibits  at  national  meetings  of 
health  care  organizations. 

Clinical  Awards 

Leading  experts  In  oncology  are  supported  to  promote 
cancer  education  In  medical,  dental,  and  other  appropriate 
schools  through  the  Professors  of  Clinic  a!  Oncology  award. 
Since  the  award's  Inception  In  1970,  the  Society  has  funded 
67  professors. 

Tbe  National  Clinical  Awards  Program  was  established 
In  1948  to  provide  broad  support  for  oncology  training 
at  qualified  hospitals  and  Institutions.  Over  the  past  40 
years,  Regular  Clinical  Fellowships  and  Junior  Faculty 
Clinical  Fellowships  have  supported  the  education  of  more 
than  9.600  Individuals. 

Currently,  funds  are  provided  through  the  following 
programs: 

•  The  Clinical  Oncology  Fellowship,  which  provides 
unique  training  opportunities  for  fellows  to  expand  their 
expertise  In  oncology. 

•  The  Clinical  Oncology  Career  Development  Award, 
which  Is  given  to  outstanding  Individuals  who  Intend  to 
pursue  an  academic  career  In  oncology. 

•  The  Oncology  Social  Work  Award,  which  offers 
tralneeshlps  for  oncology  social  workers  committed  to 
research  and  clinical  practice  with  cancer  patients  and  their 
families.  Each  year  awards  are  made  to  24  master's  and 
four  post-master's  candidates. 

•  The  Cancer  Control  Career  Development  Award,  a  new 
program  for  primary  care  physicians  created  in  1990,  Is 
Intended  for  family  and  general  practice  physicians  who 
will  serve  as  leaders  In  teaching,  research,  and  clinical 
practice. 

Nursing  Programs 

Cancer  Nuning  News,  a  free  newsletter  for  nurses 
provides  up-to-date  Information  on  cancer,  oncology 
nursing,  the  ACS,  and  opportunities  In  continuing 
education.  Twenty  new  scholarships  are  awarded  each  year 
to  qualified  graduate  students  studying  for  a  master's  degree 
with  a  specialty  In  oncology  nursing.  Scholarships  are 
(8,000  a  year  for  up  to  two  years,  based  on  the  student's 
continuing  progiess  In  the  graduate  program.  Professor- 
ships In  oncology  nursing  are  offered  through  the  chartered 
Divisions  of  the  Society.  These  professorships  enhance  the 
quality  of  care  of  cancer  patients  by  Increasing  the  focus 
on  cancer  education  In  schools  of  nursing. 

Questionable  Methods  of  Cenctr  Management 

The  Society  monitors  and  maintains  Information  on 
unproven  methods  of  cancer  management.  Information  on 
such  questionable  treatments  Is  closely  reviewed  by  a 
committee  of  volunteer  health  care  professionals,  which 
periodically  Issues  carefully  researched  position  statements 
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on  these  various  "unconventional"  treatments.  These 
position  statements  are  available  to  physicians,  science 
writers,  editors,  and  the  general  public.  . 


Patient  Services 


In  19°2,  approximately  718.000  cancer  patients  were 
reached  through  the  Innovative  service  and  rehabilitation 
programs  of  the  American  Cancer  Society. 

Scrvfct  wh  ogt  u$  11  § 

Community  Connection:  Resources,  Information,  and 
Guidance.  This  program  provides  specific  Information 
about,  and  referral  to.  Society  services  and  other  resources 
In  the  community  to  meet  the  social,  psychological,  and 
other  support  nerds  of  cancer  patients  and  their  families. 

Transportation.  Trained  volunteer  drivers  provide  trans- 
portation that  enables  patients  to  maintain  their  medical 
and  continuing  care  programs. 

Home  Car*  Items.  This  program  offers  supplies  and 
equipment  for  the  comfort  and  care  of  the  patient  at  home. 

Rehabilitation  Programs 

Look  Cood...f>el  Better.  This  program  Is  an  oppor- 
tunity for  people  undergoing  cancer  treatment  to  develop 
skills  to  Improve  their  appearance.  A  program  In  part- 
nership with  the  Cosmetic,  Toiletry  and  Fragrance  Asso- 
ciation and  the  National  Cosmetology  Association,  It 
focuses  on  cosmetic  techniques  that  can  help  people  cope 
with  changes  In  appearance  resulting  from  cancer 
treatment 

Reach  to  Recovery.  Tills  program,  the  largest  of  the 
Society's  patient-visitor  programs,  addresses  the  physical, 
psychosocial,  and  cosmetic  needs  of  women  who  have  or 
have  had  breast  cancer.  Carefully  selected  and  trained 
volunteer  visitors  provide  surport  and  Information.  In 
addition,  literature  and  services  to  help  husbands,  children, 
and  friends  of  breast  cancer  patients  are  available. 

CanSurmount.  This  Is  a  short-term  visitor  program  for 
cancer  patients  and  their  families.  One-to  one  visits  by  a 
carefully  selected  and  trained  volunteer  who  has  experi- 
enced the  same  type  of  cancer  offer  personal,  emotional, 
and  social  support. 

Laryngectomy  Rehabilitation.  Spearheaded  by  the 
International  Association  of  Laryngectomees,  this  program 
Is  coordinated  through  more  than  300  clubs.  Laryngec- 
tomee visitors  provide  pre-  and/or  postoperative  support 
to  patients  who  undergo  removal  of  the  larynx. 

Ostomy  Rehabilitation.  Some  patients  with  intestinal  or 
urinary  cancers  must  have  abdominal  ostomies  (surgically 
constructed  openings  for  elimination  of  body  wastes). 
Trained  volunteers  who  have  experienced  this  same  type 
of  surgery  offer  help  on  a  one-to-one  basis.  Cooperating 
with  the  United  Ostomy  Association  and  enterostomal 


therapists,  patients  are  assisted  In  their  physical  and 
psychological  adjustment. 

Patient  and  Famlfg  Education  Programs 

The  Society  sponsors  group  and  Individual  education 
programs,  distributes  pamphlets  and  booklets  and  provides 
audiovisual  presentations  for  patients  of  all  ages  and  their 
families  to  help  them  understand  and  deal  with  the 
complexities  of  the  disease. 

I  Can  Cope.  Information  Is  provided  on  cancer  and  Its 
treatments,  nutrition,  resource  availability,  and  other  Issue* 
of  concern  to  cancer  patients  and  their  families. 

Croup  Support  Programs 

A  variety  of  support  and  self-help  groups  for  patients, 
families,  and  friends  offered  according  to  each  Division's 
needs  and  resources.  Some  programs  may  be  co-sponsored 
with  other  community  agencies  or  organizations. 

Cancer  and  the 

Socioeconomically 

Disadvantaged 

Since  1988,  the  American  Cancer  Society  has  challenged 
Itself  to  place  an  Increasingly  larger  emphasis  on  reaching 
and  serving  the  poor.  In  fact,  the  core  programs 
recommended  for  the  Society's  3,400  focal  Units  call  for 
special  focus  on  (lie  sncloeconomlcally  disadvantaged. 

The  ACS  has  funded  over  100  community  demonstration 
projects  to  provide  cancer  education  messages  and  pro- 
grams to  the  poor.  These  programs  Include  cancer  screening 
and  education  programs,  transportation  programs,  and 
patient  service  support.  Overall,  approximately  10  to  12 
million  adults  In  sncloeconomlcally  disadvantaged  popu- 
lations are  reached  annually  with  direct  public  education 
programs.  The  ACS  has  created  working  relationships  with 
dozens  of  community  agencies  that  serve  the  poor. 

Scientific  and  medical  research  grants  currently  in  effect 
and  directly  related  to  the  poor  totaled  more  than  $1.5 
million  last  year.  In  addition,  the  American  Cancer  Society 
Is  funding  six  multi-million  dollar  Prevention,  Education, 
and  Detection  Demonstration  Projects  for  the  soctoeco- 
nomlcally  disadvantaged  In  some  of  the  nation's  poorest 
areas:  Miami— targeting  urban  I  llspanlcs  and  black  women 
for  mammography  and  Pap  screenings;  West  Virginia — 
targeting  white,  rural,  poor  women  for  mammography  and 
Pap  screenings;  Oakland,  CA— targeting  Inner-city  blacks 
for  all  cancer  sites;  Atlanta— targeting  Inner-city  blade 
women  for  mammography  and  Pap  screening;  Wisconsin— 
targeting  poor  farmers  and  migrant  workers  for  skin  cancer, 
mammography.  Pap  tests,  and  colorectal  and  prostata 
screenings. 
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The  lnslHutlnn5  listed  have  been  recngnlied  as  Cancer 
Centers  by  the  National  Cancer  Institute.  These  centers 
have  been  rigorously  revlevted  by  the  National  Cancer 


Advisory  Board.  They  receive  financial  support  from  the 
National  Cancer  Institute,  the  American  Cancer  Society 
and  many  other  sources. 
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The  National  Breast 

and  Cervical  Cancer  Early 

Detection  Program 


1 G  jyyui  c  E 


1 992-1 993 


O.S.  DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES    (~  HfT 


Public  Health  Service 


"■yswaass" 
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Breast  and  Cervical  Cancers 

In  this  decade,  an  estimated  2  million  women  will 
learn  they  have  bteait  or  cervical  cancer,  and  more  than 
half  a  million  women  are  expected  to  lose  their  live*.  A 
disproportionate  numbet  of  tlwse  deaths  will  occur 
among  women  of  low  Income. 

Mammography  screening  remains  the  single  most 
effective  method  of  detecting  bteast  cancer  In  Its  early, 
most  curable  stages  The  Papanicolaou  (or  Tap)  test. 
Introduced  In  the  1940s,  provides  the  means  to  prevent 
virtually  ill  deaths  from  cervical  cancer. 


m  51  ilirricrtl  detected  .tt!8,f  If 
by,m6mmotJriphyU  '  i  WfSsf? 


■a*  M..**  *-«»-•-  «•  •*.  wtm     |  i    ■  r»    ft 


Congress  Responds 

Congress  recognized  the  tifesaving  potrntlal  offered 
ihtoirgh  early  detection  when  It  passed  Trie  Bteast  and 
Cervical  Cancer  Mortality  Prevention  Act.  Enacted 
In  1990.  this  law  forms  the  foundation  for  a  long  term, 
comprehensive  national  public  health  approach.  In 
creating  this  program,  the  United  Slates  |olns  other 
countries  worldwide  that  have  established  national 
cancer  screening  programs  as  a  top  public  health 
priority. 

Program  Elements 

In  1 993.  CDC  entered  Into  the  third  yeat  of  this 
program,  wtilch  will  direct  $72  5  million  to  support 
state  health  agencies  In  developing  effective  public 
health  support  systems  for  the  early  detection  process. 
The  CDC  and  the  states  work  together  to: 


•  Establish,  expand,  or  Improve  screening  services 
m  communities  with  women  at  risk 

•  Deliver  education  ptogtams  to  send  the  public 
clear,  consistent,  and  culturally  sensitive  messages 
about  the  iifesavlng  value  of  screening. 

•  Deliver  education  ptogtams  for  physicians  and 
othet  health  care  professionals  to  improve  skills 
related  to  eatly  detection  services. 

•  Improve  cf  rallty  assurance  measures  to  ensure 
adherence  to  standards  and  guidelines  related  to 
Kteenlng  mammography  and  cervical  cytology. 

•  Establish  surveillance  and  evaluation  systems  to 
determine  where  prevention  efforts  have  the  moat 
Impact. 

•  Establish  state-level  cancer  control  coalitions 
that  Include  key  public  private,  «nd  voluntary 
organizations. 

Women  Served 

All  women  at  tlsk  for  breast  and  cervical  cancers  are 
served  according  to  the  national  consensus  guidelines 
for  age  and  frequency  of  screening  Program  efforts  are 
emphasized  (and direct  services  provided)  for  older. 
low-Income,  under  Insured,  and  uninsured  women 


Funding  Timeline 

•  $30  million  appropriated  In 
1991  by  The  Bteast  and 
Cervical  Cancer  Mortality 
Prevention  Act  of  1990 

•  $50  million  appropriated  In 
1992. 

•  A  $22  5  million  Increase 
brings  the  current  funding  level  to  $72  5  million, 
supporting  program  activity  In  30  states 
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National  Partners 

To  stimulate  more  aggressive  action  In  bteast  and 
cervical  cancer  early  detection  nationwide.  CDC  has 
provided  the  leadership  and  coordination  of  a  unique 
public/prh  ate  consortium  representing  federal,  profes- 
sional, voluntary,  and  community-based  organizations. 
Key  partners  Include: 

•  AMC  Cancer  Research  Center 

•  American  Acaderm,  of  Physician  Assistants 

•  American  Cancer  Society 

•  American  College  of  Physicians 

Narianal  Partner*  convrwro1  on  bort  Mr 
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Percentage  of  Screening  Mammograms* 

Provided  lo  Participants, 

by  Race/Ethnlclty-Unlled  Statta. 

July  1991 -July  1992 

<n=  14,4«9) 


Percentage  ot  Papanicolaou  Tests* 

Provided  to  Participants, 

by  Race/Elhnlclly-Unlttd  Statas. 

July  1991- July  1992 

(n«23,S85) 
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rommurd*  from  No» (ondl  r— ImM 

American  College  of  Radiology 

American  Medical  Women's  Auociatlon 

American  Nurses  Association 

American  Public  Health  Association 

Association  of  State  and  Territorial  Chronic 

Disease  ProtnaiTi  Directors 

Association  of  State  and  Territorial  Director*  of 

Public  Health  Education 

Association  of  State  and  Territorial  Health  Official! 

Conference  of  Radiation  Control  Program  Director) 

Food  and  Dr<ig  Administration 

Health  Care  Financing  Administration 

Health  Resources  and  Services  Administration 

ICI  Pharmaceuticals  Group 

Indian  Health  Service 

Jacobs  Institute  of  Women's  Health 

National  Alliance  of  Breast  Cancer  Organizations 

National  Association  of  County  Health  Officials 

National  Cancer  Institute 

National  Medical  Association 

Young  Women's  Christian  Association 


Recommended  Frequency  lor 

Breast  Cancer  Screening 

ks  i»H,  1 1  natenai  wg'Wianeni  itsveloped  ttendvdued 
breast  center  teaming  gu(o>anet  lot  woman  ovar  tot  ao 

•  Ctr^ca!  *<amlnj1lon  of  the  breast  end  memmopiephy  ••• 

tie  basic  deiect'on  methods.  The  treminai'ona  «•« 
complementary,  anrf  both  •<  t  neceaaary  to  achieve 
maximum  deleclOT  rates 

•  The  scternmg  process  shout* begm Mast  40 and 
consist  ei  an  annua'  caracal  examination  wah  screening 
mammography  p*riotmed  ti  '   lo  ?  year  Intervals. 

•  Basynrang  al  age  SO.  both  cSMcal  eiammahon  and 
mam/nog* aphy  should  be  performed  annually. 

Thets  racomTwndaKona  apply  omy  to  women  without  stona 
or  tympiomf  of  b>ea'J  cancer :  the  Irenuenry  and  type  or 
aiaminaanrt  wet  vary  'o«  tie  indMdual  with  symptoms  and 
shouts'  by  detemwied  by  the  responstjie  BtayeSateTts 

Recommended  Frequency  for 
Cervical  Cancer  Screening 

•  An  annual  Pap  trsl  andpolvlce>anwnee^in  at  woman 
who  art  or  have  been.  at >ueSy  active  or  who  have 
reached  tie  age  ol  tl. 

•  Alter  r>ii  or  mot* cornecitrvt  seas'actory.  annual 
atamlnaiions  the  Pap  leu  may  be  patterned  mi 
treojjenty.  tl  the  t*tcre*on  el  the  heath  care  provider. 


Estimated  Number  ol  New  Breast  Cancer  Cases 
and  Deaths,  by  Stale:  United  States.  1992 
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Texas  Breast  and  Cervical  Cancer  Control  Program 
July  15,  1993 

Mister/Madame  Chairman  and  honorable  members  of  the  Labor  and  Human  Resources 
Committee,  Subcommittee  on  Aging,  1  am  Margaret  Mendez,  Director  for  the  Texas  Department 
of  Health  Breast  and  Cervical  Cancer  Control  Program.  Thank  you  for  the  opportunity  to  speak 
today  on  behalf  of  Texan s.  1  am  pleased  to  share  with  you  our  experience  with  the  Breast  and 
Cervical  Cancer  Control  Program,  a  program,  as  you  know,  funded  by  the  Centers  for  Disease 
Control  and  Prevention  (CDC). 

Background 

Texas  was  selected  in  1991,  as  one  of  the  first  eight  states  to  participate  in  the  Program. 
The  Program  covers  the  cost  of  screening  and  some  diagnostic  services  for  breast  and  cervical 
cancer.  The  Program  is  unique  from  other  chronic  disease  programs  in  the  breadth  and 
complexity  of  its  requirements.  Essentia)  components  cover  far  more  than  just  screening  and 
diagnosis.  In  addition,  requirements  include  tracking  the  progress  of  every  woman  screened  in 
order  to  ensure  appropriate  follow-up  care,  collecting  and  analyzing  detailed  demographic, 
historical,  and  medical  outcome  data  for  every  woman  screened,  enforcing  stringent  quality 
assurance  standards  for  health  care  providers,  offering  professional  education  opportunities  to 
local  staff,  and  providing  public  information.  Our  experience  thus  far  has  been  challenging  and 
rewarding. 

Support  for  the  Program  has  been  crucial  from  Day  One.  In  Texas,  many  organizations 
helped  get  the  Program  off  the  ground,  each  offering  unique  perspectives  and  resources  to  make 
the  program  work— from  the  writing  of  the  initial  application  all  the  way  through  the  current 

implementation. 

Through  this  early  meeting  of  minds,  some  strategies  were  developed  for  implementing  the 
Program  as  quickly  as  possible: 

■  First,  we  prioritized  areas  of  the  State  having  the  greatest  need  for  services  for 
high  risk  women; 

■  Second,  we  sought  local  health  care  providers  who  offered  comprehensive  chronic 
disease  services  in  order  for  women  to  have  access  to  complete  health  care; 

■  Then,  we  decided  to  use  local  providers  with  access  to  our  target  population  - 
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women  who  live  below  200  percent  of  the  federal  poverty  level,  women  age  40 
or  older,  and  minority  women;  and 

■  We  selected  providers  with  experience  in  gaining  access  to  diagnostic  and 
treatment  resources. 

Screening  began  within  three  months  after  the  award  from  CDC. 

We  now  contract  with  35  local  health  care  organizations  to  deliver  services  at  more  than 
300  delivery  sites  throughout  Texas. 

In  addition  to  screening  and  follow-up,  many  other  interrelated  activities  contribute  to 
improving  the  quality  and  accessibility  of  services  for  Texas  women.    For  instance: 

■  Quality  assurance  is  a  cornerstone  of  this  Program.  The  proportion  of 
mammography  facilities  accredited  by  the  American  College  of  Radiology  and 
used  by  our  providers  shot  up  50  percent  from  our  first  year  of  operation  to  the 
second  year. 

■  A  door-to-door  survey  on  knowledge  and  attitudes  about  breast  and  cervical 
cancer,  as  well  as  on  early  detection  health  habits  among  women  in  our  target 
population  was  completed  last  week.  Analysis  is  in  progress.  The  survey  will 
provide  baseline  data  for  future  evaluation  of  Program  effectiveness.  Results  also 
will  provide  a  basis  for  developing  health  promotion  activities.  Materials 
developed  for  public  information  campaigns  this  year  will  reflect  survey  findings. 

■  The  Program  supports  numerous  professional  education  activities.  The 
professional  education  needs  of  local  providers  were  surveyed.  Many  health  care 
professionals  have  participated  in  both  clinical  and  didactic  training  opportunities 
offered  throughout  the  State. 

Preliminary  Findings 

Screening 

Since  January  1992,  through  mid-June  about  27,000  women  were  screened  for  breast 
cancer.  You  will  note  in  Figures  I  and  2  about  half  were  Hispanic,  about  a  third  were  white, 
and  about  20  percent  were  African  American.  About  half  of  the  breast  cancer  screenings 
performed  were  for  women  age  40-49,  and  about  half  were  for  women  age  50  or  older.   These 
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proportions  were  similar  regardless  of  race.    We  are  especially  pleased  that  half  the  women 

screened  were  older  than  50.  Many  of  our  colleagues  in  Texas  believe  it  is  most  cost  effective 

for  us  to  spend  our  limited  dollars  on  the  age  group  of  women  most  likely  to  have  cancer.   In 

fact,  CDC  increasingly  emphasizes  to  us  the  need  to  concentrate  on  this  age  group. 

More  than  12,000  women  have  had  cervical  cancer  screening.  The  break  down  by  race 

group  is  almost  identical  to  the  break  down  in  the  breast  screening  category—about  half 

Hispanic,  about  a  third  white,  and  seventeen  percent  African  American.    More  than  half  the 
women  getting  Pap  tests  were  older  than  40;     49  percent  were  younger  than  40.     These 

proportions  were  similar  regardless  of  race.     As  with  breast  cancer  screening,  we  want  to 

increase  the  proportion  of  older  women  screened. 

Diagnostic  evaluation 

About  a  quarter  of  the  women  screened  had  abnormal  results  which  required  either 
further  diagnostic  evaluation  or  short  term  follow-up.  Figures  3  and  4  show  that  in  the  last  year 
about  7,000  women  needed  evaluation  or  will  need  evaluation  for  cancer. 

Figures  5  and  6  show  that  24S  women  have  been  diagnosed  with  breast  or  cervical  cancer 
in  the  last  year  and  a  half. 

Ways  to  Improve 

Several  of  the  items  included  in  the  proposed  legislation  are  consistent  with  the  experience 
gained  in  Texas  in  the  last  year  and  a  half: 

■  Private  entities  are  an  essential  part  of  the  local  health  care  delivery  system,  particularly 
in  rural  areas; 

■  Medicare  has  been  successfully  used  in  Texas  as  the  basis  for  reimbursement  of  services 
provided  to  women  under  the  Program; 

■  With  guidance  from  CDC,  the  data  and  surveillance  activities  conducted  for  the  Program 
give  us  a  basis  for  evaluating  our  providers'  success  in  assuring  women  receive  the 
recommended  follow-up  and  treatment. 

Our  accomplishments  are  significant,  but,  naturally  we  still  face  challenges.  We  hope  to  see 
more  flexibility  in  the  Program  in  order  to  facilitate  our  operations  to  screen  women  and  provide 
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necessary  follow-up  care: 

■  Finding  diagnostic  and  treatment  resources  is  a  time  consuming  process  for  most 
providers.  Program  providers  look  to  the  medical  community  to  set  up  a  network 
for  diagnostic  and  treatment  services.  Providers  need  more  flexibility  with  the 
mix  of  services  which  can  be  funded  under  the  Program; 

■  Building  capacity  in  order  to  serve  women  in  rural  areas  and  also  older  women 
is  essential;  older  women  are  not  commonly  served  in  the  public  health  system. 
In  addition,  special  efforts  must  be  made  to  reach  and  rescreen  women  already 
served  by  the  Program;  and 

■  Finally,  the  State  of  Texas  has  already  met  the  matching  requirement  in  previous 
years;  it  is  increasingly  difficult  to  do  this  every  year.  Furthermore,  the  State's 
ability  to  match  has  no  relation  to  the  need  for  services  we  have  in  Texas. 

We  recognize  all  of  these  remaining  challenges,  and  know  we  have  only  scratched  the 
surface  as  far  as  serving  the  hundreds  of  thousands  of  eligible  Texas  women.  While  we  are 
thrilled  with  the  early  detection  of  disease  in  the  women  screened,  there  is  still  a  tremendous 
unmet  need  both  in  Texas  and  in  other  states.  The  women  screened  thus  far  represent  only  a 
fraction  of  the  estimated  one  and  a  half  million  women  in  Texas  age  40  or  older  who  are 
potentially  eligible  for  Program  services  (Figure  7). 
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Texas  Women  Screened  For  Breast  And  Cervical  Cancer,  June  1 993 

Figure  1  and  Figure  2 
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Texas  Woman  Requiring  Breast  and  Cervical  Cancer  Olagnostic  Procedures,  June  1 993 

Figura  3  and  Figura  4 
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Texas  Women  Diagnosed  with  Breast  and  Cervical  Cancer,  June  1 993 

Figure  5  and  Figure  6 


54% 


32% 


Breast 
N  =  124 


37%- 


•  14% 


32%. 


31% 


Cervical 
N  =  121 


CD  White  O  Hispanic  II  African  American 


Estimated  Number  of  Women  Receiving  BCCCP 

Services  By  End  of  Year  2 

Figure  7 


Potentially  Eligible 
1,477,000 


_  Receiving  Services 
23,000 


Source:  Texas  Department  of  Health 


The  source  for  Figures  1  -  6  is  the  Texas  Breast  and  Cervical  Cancer  Control  Program  database, 
Texas  Department  of  Health,  June  1993. 


The  source  for  Figure  7,  is  the  Texas  Department  of  Human  Services,  the  Special  Texas  Census. 
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Attachment  A 


A  few  of  the  women  who  make  the  Texas  Breast  and  Cervical  Cancer  Control  Program 
what  it  is. 

■  Esmeralda  Morin  is  42  years  old,  lives  in  Seguin,  Texas,  and  has  a  low  income.  A  few 
months  back,  she  came  to  a  local  clinic  for  a  Pap  test.  Since  she  was  already  on-hand  for  the 
Pap,  her  doctor  gave  her  a  clinical  breast  exam  too.  Esmeralda  never  dreamed  there  would  be 
a  lump  in  one  of  her  breasts.  But,  that's  what  the  doctor  found.  She  then  got  a  mammogram 
through  the  Breast  and  Cervical  Cancer  Control  Program.  Cancer  was  found,  and  she  was 
treated.    Esmeralda  says  if  not  for  the  Program,  she  would  never  have  had  a  mammogram. 

■  Sandra  Cook  is  39  and  a  mother  of  four  in  Round  Rock,  Texas.  She  learned  that  she  had 
severe  dysplasia  after  getting  a  Pap  test  under  the  Program.  She  was  surprised  and  scared. 
After  finding  out  her  results,  she  got  treated  and  is  now  doing  fine.  Sandra  promptly  arranged 
for  her  19  year  old  daughter  to  get  a  Pap. 

■  Bernice  Durio  is  62  and  lives  on  a  fixed  income  in  Austin,  Texas.  She  has  no  health 
insurance  and  until  recently  hadn't  had  a  mammogram  in  four  years.  She  says  they  were  simply 
too  expensive.  She  heard  about  our  Program's  no-cost  services  when  a  nurse  talked  to  women 
at  Bernice's  church.  Bernice  went  in  for  a  mammogram,  cancer  was  found,  and  she  was 
treated.  She  says  she  has  no  idea  how  long  it  would  have  been  before  she  would  have  noticed 
the  lump  on  her  own.   Bernice  recently  had  her  second  breast  removed  because  of  cancer. 

■  Peggy  Collins  is  in  her  40's  and  lives  in  Vidor,  Texas.  Peggy  went  to  the  University  of 
Texas  Medical  Branch  clinic  in  Beaumont  after  her  boyfriend  heard  a  radio  announcement  about 
the  Program.  He  made  an  appointment  for  her.  The  clinic  nurse  felt  a  lump  when  she 
examined  Peggy's  breast.  The  nurse  scheduled  Peggy  for  a  fine  needle  aspiration  diagnostic 
procedure.  The  lump  was  cancerous.  Peggy  underwent  a  lumpectomy,  mastectomy, 
reconstructive  surgery,  and  chemotherapy.  She  has  since  served  as  a  spokesperson  for  the 
Program,  participating  in  numerous  news  interviews  and  encouraging  other  women  to  get  their 
breasts  checked  for  cancer. 
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Texas  Department  of  Health 

David  R.  Smith,  M.D.  1 100  West  49th  Street  Robert  A.  MacLean,  M.D. 

Commissioner  Austin,  TX  78756-3199  Deputy  Commissioner 

(512)458-7111 


July  26,  1993 


The  Honorable  Barbara  A.  Mikulski 
United  States  Senate 
Hart  Senate  Office  Bldg.,  Ste.  709 
Washington,  DC  20510-2003 

Dear  Senator  Mikulski: 

Thank  you  for  the  opportunity  to  speak  before  the  Subcommittee  on  Aging  regarding  the 
reauthorization  of  the  Centers  for  Disease  Control  and  Prevention  Breast  and  Cervical  Cancer 
Prevention  Program. 

i  am  enclosing  a  revised  copy  of  the  written  testimony  submitted  for  the  hearing.  The  revised 
testimony  adds  the  words  "..and  cervical.."  to  page  three,  the  first  paragraph  under  "Screening." 

Thank  you  again  and  for  your  leadership  in  this  area.  I  would  be  pleased  to  provide  additional 
information  regarding  the  Texas  experience  with  this  program  at  your  request. 

Sincerely, 


Margaret' C.  Mdndez  V 

Director  .     J 

Breast  and  Cervical  Cancer  Control  Program 

Chronic  Disease  Prevention  Division 


[Whereupon,  at  12:00  p.m.,  the  subcommittee  was  adjourned.] 
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